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1. INTRODUCTION 
Childhood and adolescence is a physically and emotionally dynamic and challenging 
part of a person’s life. A healthy childhood paves the way for wellbeing in the present 
and the future. A child’s growth and development is influenced by both biological and 
environmental factors. The environmental factors are also known as the psychosocial 
factors. Parenting, home and family environment play the major part in a child’s 
psychosocial or environmental factors. Healthy parenting with a good family and 
adequate social support can provide a milieu for healthy growth and development. 
Contrarily, a disturbed childhood, broken family and poor social structure can 
predispose a child for dysfunctional mental and physical problems during childhood, 
as well as influence his/her adulthood. 
 
Alcoholism is a global health problem with WHO estimates of around 208 million 
people affected around the world. This constitutes 4.1% of the population above 15 
years of age (1). Alcoholism not only affects the individual, but disrupts the 
functioning of his entire family and the environment around the person. Living with a 
non-recovering alcoholic can be a constant source of stress for the whole family. It 
can affect each individual differently. Children born and raised in a family with an 
alcoholic tend to have life experiences quite different from those born in a family 
without. Therefore, children of alcoholics may be unable to grow in developmentally 
healthy ways.  
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There is strong scientific evidence for alcoholism running in families and the genetic 
factors which influence the growth and development of children with alcoholic family 
members. Children of Alcoholics (COAs) have four times the chance of developing 
alcoholism compared to children of non-alcoholics. It has also been seen that almost a 
third of all alcoholics have had at least one parent who is or was an alcoholic. The 
capability of the non-alcoholic spouse to recover quickly from difficulties and overall 
functional ability can be an important factor influencing the effect of problems 
affecting children. 
COAs (Children of Alcoholics) have more chances to be the targets of physical abuse 
and be witness to family violence. Compared to non-alcoholic families, alcoholic 
families seemingly have poorer problem-solving abilities, both among the parents and 
within the family as a whole. Lack of cohesion and increased conflict develop through 
mechanisms of these poor communication and problem-solving skills and escalate in 
alcoholic families. Children of alcoholics have been described to be prone to higher 
degrees of psychopathology in both externalizing and internalizing symptom domains. 
This may be a result of the low self-esteem seen across all such individuals. 
Impulsiveness, sensation seeking and aggression may result in disruptive behavioural 
problems. They also tend to be more self-conscious which can result in a spectrum of 
symptoms of anxiety and depression. This can manifest itself as bed wetting, 
loneliness, nightmares, reluctance to attend school, poor social interactions and 
relationships. Hoarding, perfectionism and phobias may be symptoms seen in 
teenagers who are COAs (2). 
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COAs have more chances of being raised in an environment lacking adequate 
stimulation and their parents may be lacking skills or cognitive abilities to provide a 
nurturing environment. This could lead to poor scholastic and social adaptive 
behaviours in such children. Children of alcoholics may benefit from efforts and 
adequate intervention from adults to avoid dysfunctional developmental patterns. 
They can be helped to be self-sufficient and independent.  Developing better social 
skills and orientation can in turn assist them in facing emotionally hazardous 
experiences and develop better long-term coping strategies. COAs can be safeguarded 
from the deleterious effects of a family member with alcoholism if there are consistent 
significant others in the family, and an adequate family functioning can be maintained. 
Many times the family can cope up with these stresses and can function well. This 
minimises the adverse impact on the growth and development of the child from the 
family and social fronts. However, if the family resources are not able to keep up with 
the stress demanded by the presence of an alcoholic, the family environment becomes 
unhealthy and puts the child into further emotional and social stress. 
This research aims to understand the effect of alcoholism on a child’s behaviour, the 
various addiction-related and psychosocial factors involved and to look into the 
relationships between alcoholism, family functioning and dysfunctional child 
behaviour, in order to generate more effective strategies to counter the various 
domains of child health affected by alcoholism. 
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2. REVIEW OF LITERATURE 
2.1 History of Alcoholism 
Humans have consumed psychoactive substances from prehistoric times. However, 
addiction may not have begun until humans developed agriculture and farming (about 
thirteen thousand years ago). Before that time hunter-gatherer groups did not have 
access to psychoactive substances in necessary quantities to cause addiction or 
dependence. Once humans became able to produce alcohol and cultivate other 
addictive substances (peyote, marijuana, opium) in greater quantities it then became 
possible for addiction to ascend. Alcohol consumption has been a part of human life 
since very long and has probably been the most extensively available addictive 
substance. There is no clear proof as to when humans started manufacturing or 
consuming alcohol. Honey or berries may have been used to prepare the most 
primitive alcoholic drinks (ethyl alcohol or ethanol). Stone-age beer containers 
unearthed, dating as back as 8000 BCE establishes that humans have been preparing 
alcoholic beverages for at least 10 millennia. (3). There is further proof of fermented 
drinks existing in early Egyptian civilization. The Chinese had alcoholic drinks as 
early as 7000BCE. Indians consumed an alcoholic drink extracted from rice called 
Sura, in the 3rd century BCE(4). 
Babylonians worshipped a wine goddess as early as 2700 BCE. A fermented beverage 
made from honey and water was one of the first alcoholic drinks in Greece to gain 
regard, called Mead. Literature from Greece during the period was full of warnings 
and advice against abuse of alcohol. Several Native American civilizations produced 
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alcoholic beverages before the arrival of Christopher Columbus in America in 1492.  
“Chicha” is an assortment of fermented beverages from the Andes region of South 
America, produced from corn, grapes or apples. Alcohol (called “spirits”) was used 
mainly for medicinal purposes in the sixteenth century. The British government 
passed a law encouraging the use of grain for distilling spirits in the beginning of the 
18th century. This led to a surge in quantities of cheap alcohol in the market and 
resulted in gin drinking reaching up to 18 million gallons. This paved the way for 
widespread alcoholism. 
The 29th century saw a gradual change in attitudes and approaches to alcohol. 
Temperance movement which typically criticized excessive indulgence in alcohol, 
gained popularity and slowly resulted in a drive for total prohibition. 
Manufacture, sale, import and export of alcohol was made illegal in USA in 1920. 
This led to an exponential rise of illegal trade and the prohibition had to be cancelled 
in 1933(5). Currently, alcohol is not prohibited in most countries except for Muslim-
Majority nations and some regions in India. 
Therefore, in the history of human civilization, alcohol has played a key role in 
spirituality and religion; providing energy and nutrition; delivering analgesic, 
disinfectant and medicinal uses; relieving thirst; providing relaxation; promoting 
hospitality and societal organization; expanding the delight of eating; offering 
pharmacological hedonism; and in general enriching the pleasures and quality of life. 
It has often been unclear what function(s) in society alcoholic drinks should have, and 
this has been a subject of great deliberation. This is demonstrated by the launch and 
later withdrawal of the ban of alcohol in many countries in the past century. To date, 
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there persists a difference in opinion as to whether alcohol is an ‘attractive elixir’ or a 
‘dangerous poison’(6). Although addiction cannot be considered a new problem, some 
people have advocated that it is a growing problem; a problem of contemporary 
society. Historically, addiction to chemical substances seems to rise and fall in phases. 
Some cultures seem to have lesser problems with addiction than do others. For 
example, the Greek, Jewish, Italian, Spanish, French, and Chinese have a lower 
possibility for alcoholism and other addictions than do the citizens of America. Some 
people would claim this is an indication of a genetic basis for addiction. However, 
there are other equally satisfactory explanations for the differences observed between 
cultures(7). 
 
2.2 Diagnosis of Alcoholism 
The definitions for diagnosis have changed over time. Misuse, problem use, abuse, 
and heavy use refer to inappropriate use of alcohol which may produce moral, 
physical or social consequences to the consumer. Binge drinking is defined by 
National Institute on Alcohol Abuse and Alcoholism (NIAAA) as the quantity of 
alcohol leading to a blood alcohol content (BAC) of 0.08, which would be reached by 
drinking five drinks for men or four for women over a period of 2 hours, for most 
adults. According to them, if their alcohol intake exceeds 14 standard drinks per week 
or 4 drinks per day, men may be at risk for alcohol-related problems, and women can 
be at risk if they have more than 3 drinks per day or 7 standard drinks per week. A 
standard drink is defined as one 5-ounce glass of wine, 1.5 ounces of distilled alcohol 
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or one 12-ounce bottle of beer. A report in the National Survey on Drug Use and 
Health in 2014 found that only 10% of either binge drinkers or heavy drinkers, 
according to the above criteria met the criteria for alcohol dependence, while only 
1.3% of non-binge drinkers met this criterion, despite the risks. A conclusion drawn 
from this study is that evidence-based policies and clinical preventive amenities may 
effectively decrease binge drinking without needing addiction treatment in most 
cases.(8)The National Council on Alcoholism and Drug Dependence, Inc. (NCADD) 
and the American Society of Addiction Medicine(ASAM) in 1992 defined alcoholism  
as "a primary, chronic disease characterized by diminished control over drinking, 
obsession with the drug - alcohol, use of alcohol in spite of adverse consequences, and 
variations in thought."(9). In the past, disease concepts of alcoholism came from the 
works of Jellinek(10) and the clinical syndrome was described in detail by Edwards 
and Gross(11). ICD-10 published by the WHO defines Dependence Syndrome to any 
psychoactive substance as “an assembly of physiological, cognitive and behavioural 
phenomena in which the use of a substance or a class of substances takes on a greater 
priority for a given individual than other behaviours that once had higher value.”  
ICD-10 endorses that a definite diagnosis of dependence should typically be made 
only if three or more of the following have been existing together at some time during 
the last year: 
(a) A strong craving or sense of compulsion to consume the substance; 
(b) Difficulty in controlling substance-taking behavior in terms of its onset, 
cessation, or levels of usage; 
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(c) A state of physiological withdrawal when substance consumption has stopped or 
been decreased, as shown by: the distinctive withdrawal syndrome for the substance; 
or use of the same or a closely related substance with the aim of getting rid of or 
evading withdrawal symptoms; 
(d) Evidence of tolerance, such that greater doses of the psychoactive substances 
are essential in order to attain effects formerly produced by lower doses  
(e) Progressive disregard of alternate pleasures or interests because of psychoactive 
substance use, greater amount of time necessary to obtain or consume the substance 
or to recuperate from its effects; 
(f) Persisting with substance use regardless of clear evidence of obviously harmful 
consequences (12). 
DSM-IV categories of substance abuse and substance dependence are combined into a 
single disorder called Substance use disorder in DSM-5 published in 2013, measured 
on a continuum from mild to severe.  The eleven symptoms listed include: 
1. Alcohol is often taken in higher amounts or over a lengthier period than was 
intended. 
2. There is a persistent yearning or futile efforts to decrease or control alcohol 
use. 
3. A great deal of time is spent in actions necessary to acquire alcohol, consume 
alcohol, or recuperate from its effects. 
4. Craving, or a strong yearning or urge to use alcohol. 
5. Repeated alcohol use resulting in a failure to fulfil major role commitments at 
work, school, or home. 
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6. Continued alcohol consumption despite having persistent or recurrent social or 
interpersonal problems caused or worsened by the effects of alcohol use. 
7. Significant social, work-related, or recreational activities are given up or 
decreased because of alcohol use. 
8. Repeated alcohol use in situations in which it is physically hazardous. 
9. Alcohol use is sustained despite knowledge of having a persistent or continuing 
physical or psychological problem that is likely to have been caused or 
worsened by alcohol. 
10. Tolerance, as defined by either of the following: a) A need for markedly higher 
amounts of alcohol to achieve inebriation or desired effect b) A markedly 
diminished effect with persistent use of the same amount of alcohol. 
11. Withdrawal, as demonstrated by either of the following: a) The characteristic 
withdrawal pattern for alcohol b) Alcohol (or a closely related substance, like 
as a benzodiazepine) is taken to get rid of or avoid withdrawal symptoms. 
The presence of at least 2 of these symptoms point to an alcohol use disorder (AUD). 
The severity of an AUD is graded mild, moderate, or severe: 
• Mild: 2-3 symptoms present. 
• Moderate: 4-5 symptoms present. 
• Severe: 6 or more symptoms present. 
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Disorder state — Modifiers for diagnosis include: 
• In early remission — After full criteria for alcohol use disorder were 
formerly met, none of the criteria for alcohol use disorder have been met 
(with the exception of craving) for at least 3 months but less than 12 
months. 
• In sustained remission — After full criteria for alcohol use disorder 
were formerly met, none of the criteria for alcohol use disorder have 
been met (with the exception of craving) during a period of 12 months 
or longer. 
• In a controlled environment — The person is in a situation where access 
to alcohol is restricted. 
The diagnostic criteria changes in DSM 5 from DSM-IV included removing of 
separate categories for diagnosis of alcohol abuse and dependence. The DSM-5 also 
removed legal problems, but added craving as one of  the eleven symptoms of Alcohol 
Use Disorder(13). 
2.3 Classification of Alcohol Use and methods to quantify severity. 
Considerable evidence has been gathered on the reliability and validity of 
contemporary classifications of alcohol dependence and abuse/harmful use. The data 
comes from research conducted in clinical, general population, and participants and 
family samples in genetics studies, from US as well as samples from around the globe. 
The evidence is very uniform regarding the classification of alcohol dependence(14). 
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This diagnosis, as denoted in DSM–III–R, DSM–IV, and ICD–10, has unswervingly 
been shown to be reliable and valid (15). While formal diagnostic criteria usually 
identify separate categories of alcohol abuse and dependence, several studies have 
employed various statistical methods  which consistently suggest as many as four 
homogeneous types of alcoholism: 1) a chronic/severe type, 2) an anxious/depressed 
type, 3) a mildly affected type and 4) an antisocial type (16). Shared central 
characteristics have been studied extensively in order to identify subtypes of 
alcoholics. This helps in matching each of them to the most specialized treatment 
strategy. Articles which have reviewed the comprehensive history of the literature on 
subtypes of  alcohol dependence found that the earliest of attempts for this was made 
by Jellinek (17). The successively more complex classifications as well as the binary 
models are equated most closely with Cloninger and Babor (17). Planning and 
executing treatment for alcoholics, especially in making decisions on use of 
medications, can be helped with such classifications. However, there is contrasting 
evidence that such typological classifications could be oversimplifying the factors 
involved and affecting the treatment of alcoholism. To summarize, such classifications 
are best used in helping to create ascertainment criteria in research on psychological 
and pharmacological treatment interventions (17). Conway et al reviewed the various 
instruments available to quantify predisposition to and severity of addiction, based on 
the testable assumption that these paradigms can be plotted onto the same domain of 
liability to addiction. They commented that many assessment instruments which are 
used today have confirmed utility, reliability, and validity, but they are of limited use 
for evaluating individual differences in propensity and severity. Suggestions were put 
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forward that new technologies should be used in developing more effective 
assessment tools which can look into individual differences and attributes which may 
be hidden or missed (18). Sweetman et al identified and reviewed the currently 
available comprehensive assessment tools. They found that no single tool was 
adequate enough to evaluate all properties. They commented that it is better to refine 
small number of tools which can be applied broadly than create completely new 
packages. Another strategy they suggested, which could be effective, was using 
custom-built ones from time-tested and proven single construct scales than using ‘off-
the-shelf’ ones (19). A summary of the various tools widely used in measuring 
severity of alcohol use are listed below: 
Instrument 
What it 
Measures Operationalization of Severity 
Item-Selection 
Methodology 
Addiction Severity 
Instrument (ASI) 
Severity of 
alcohol and 
drug use 
Need for treatment across 6 domains Clinical judgment 
Alcohol Dependence 
Scale (ADS) 
Severity of 
alcohol 
dependence 
DSM symptomatology, loss of 
control, obsessive drinking style, 
two aspects of withdrawal 
Clinical judgment, 
item/factor 
correlation 
Chemical Use, Abuse, 
and Dependence Scale 
(CUAD) 
Severity of 
alcohol and 
drug use 
DSM symptomatology Clinical judgment 
Drug Use Screening 
Inventory (DUSI) 
Severity of 
alcohol and 
drug use 
Consequences of drug use Clinical judgment 
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Instrument 
What it 
Measures Operationalization of Severity 
Item-Selection 
Methodology 
Global Appraisal of 
Individual Needs 
(GAIN) 
Severity of 
alcohol and 
drug use 
DSM symptomatology, substance 
use frequency, behavioral 
complexity 
Clinical judgment 
Severity of Alcohol 
Dependence 
Questionnaire (SADQ) 
Severity of 
alcohol 
dependence 
DSM symptomatology, three aspects 
of withdrawal, rapidity of 
reinstatement after abstinence 
Clinical judgment, 
item/factor 
correlation 
Severity of Dependence 
Scale (SDS) 
Severity of drug 
dependence 
DSM symptomatology, compulsivity 
of drug use 
Clinical judgment, 
item/factor 
correlation 
Substance Dependence 
Severity Scale (SDSS) 
Severity of drug 
dependence 
DSM symptomatology Clinical judgment 
Table 1: Summary of the various tools widely used in measuring severity of alcohol 
use 
2.4 Epidemiology of Alcoholism in Worldwide Population 
The World Health Organization estimates that there are 208 million people with 
alcoholism worldwide as of 2010. This constitutes 4.1% of the population over 15 
years of age (20,21). The overall effect of alcohol is unfavourable when health 
parameters are taken into account. Alcohol is related to 3.8% of deaths worldwide and 
4.6% of worldwide disability-adjusted life years. The total burden of disease is 
associated with the average amount of alcohol consumed. This association is worse 
for poor people and those who suffer from social exclusion. The alcohol related 
expenses add up to more than 1% of GNP in high and middle income countries. The 
cost of social problems created by alcohol adds on to the health cost in a major way. 
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(22). Alcohol consumption is one of world’s leading risk factors for morbidity, 
disability and mortality. More than 200 conditions listed in ICD-10 have alcohol as a 
causal component. It causes 3.3 million deaths annually. This is even after adjusting 
for some beneficial effect of alcohol use in low amounts described in some diseases. 
The number of deaths related to alcohol is higher than those described for HIV/AIDS, 
violence or tuberculosis(20). In addition to Alcohol Use Disorders and foetal alcohol 
syndrome, which are completely attributed to alcohol, there is high degree of 
attribution to alcohol in hepatic diseases like hepatic cirrhosis. Alcohol related liver 
disease is one of the top 20 causes of death worldwide. (23,24). There are other 
illnesses in addition to the above which have less than 20% of the corresponding 
disease burden attributable to alcohol for most alcohol-attributable causes of mortality 
or burden of disease categories. It adds on to the worldwide disease burden in cancers, 
tuberculosis, CVA, epileptic illnesses and hypertension-related cardiac illness (20). 
The relative effect of alcohol consumption on disease burden from neuropsychiatric 
disorders is far more pronounced than its effect on mortality. About a quarter of all 
alcohol-attributable DALYs are due to neuropsychiatric disorders contrasted with 4% 
for all alcohol-attributable deaths. This is mainly due to AUDs, which cause more 
disability than mortality compared to other chronic diseases (23). 
2.5 Epidemiology of Alcoholism in Indian population 
India is a lower middle income country with a population of 1.2 billion. More than 70 
percent of the population is aged 15 and above. 30 percent of the Indian population 
live in urban areas. According to WHO statistics from 2010, total per capita 
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consumption of pure alcohol was 4.3 litres in total in the period 2008-2010. 
Considering only males, per capita consumption was 8 litres compared to 0.5 litres in 
women. The total consumption between 2003 to 2005 was 3.6 litres. 93% of the 
alcohol consumed were spirits, 7% was beer and less than 1% was wine. 
Taking into consideration only people who drink, per capita consumption was 32.1 
litres for males, 10.6 litres for females and 28.7 litres for both combined. Prevalence 
of heavy episodic drinking (defined as consumption of pure alcohol, at least 60 grams 
or more not less than on one occasion in the past 30 days) was 1.7% in the total 
population and 11% among drinkers only (3.2% males in total population and 12.9% 
among drinkers; females <0.1 in population and 0.7 % among drinkers). The 1-year 
prevalence rate of alcohol use disorders and alcohol dependence in 2010 was 2.6% 
(4.5% males and 0.6% females). 2.1% fulfilled criteria for AUDs (3.8% males and 0.4 
% females). These figures were higher than the total figures in  South East Asia (2.2% 
AUDs and 1.7% Alcohol dependence) as reported by WHO (20). 
Age Standardized Death Rates (ADSR) per 100,000 populations due to liver cirrhosis 
was 39.5 for males and 19.6 for females. Out of this, Alcohol-Attributable Fractions 
were 62.9% and 33.2% respectively. ADSR for road traffic accidents were 41.0 for 
males and 11.4 for females. Out of this AAF was 33.1% and 2.1% respectively. India 
scored 3/5 in the Patterns of drinking score in 2010 and 4/5 in Years of Life Lost 
(YLL) Score in 2012. India lacks a clearly written National Policy or National Action 
plan for alcohol. The nation enforces excise tax on beer, wine and spirits. National 
legal off-premise and on-premise sales of alcoholic beverages are decided at the State 
level. Most states have varying restrictions on the sale of alcohol. The maximum 
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Blood Alcohol Concentration (BAC) limit anyone can have while driving an 
automobile is 0.03%. There are legally binding guidelines on alcohol advertising and 
marketing, product placement, sponsorship of alcohol and sales promotion. 
Companies are also legally required to exhibit health warnings on alcohol 
advertisements or containers. However even though the National Government support 
of community action and National Monitoring systems are in place, alcohol 
consumption and prevalence of AUDs are steadily on the rise compared to developed 
countries (20).   
Murthy et al in their review of substance use and addiction research in India, reported 
the prevalence rates of various types of alcohol use. Alcohol use/abuse ranged from 
167 to 370/1000 population, addiction/alcoholism ranged between 2.36 to 24.5/1000 
and alcohol along with other drug use/abuse was 21.4 to 28.8/1000 (25). Reddy et al 
conducted a meta-analysis in which they reported prevalence of overall substance use 
in India as 6.9/1000. The urban rates were 5.8/1000 and rural were 7.3/1000. The 
prevalence in males was 11.9% compared to 1.7% in females (26).  Multiple regional 
studies showed comparable prevalence rates (27–29). 
The National Household Survey of Drug Use in India was the first systematic effort to 
document the nation-wide prevalence of drug use. It found that alcohol (21.4%) was 
the primary substance used (apart from tobacco) followed by cannabis (3.0%) and 
opioids (0.7%). 17 to 26% of alcohol users qualified for ICD- 10 diagnosis of 
dependence, converting to an average prevalence of about 4%. Different states of 
India showed marked variation in alcohol use prevalence. Current use was lowest in 
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Gujarat at 7% and highest (75%) in Arunachal Pradesh. Tobacco use prevalence was 
high at 55.8% among males, with maximum use in the age group 41-50 years (30).  
The National Family Health Survey(NFHS) provided insights on changing trends in 
substance use reflecting increasing alcohol use among males between NFHS2 and 
NFHS3. Increasing trends on Alcohol use by females was revealed in the GENACIS 
study where close to 6 % of females reported alcohol use in the past one year (31).  
Studies have reported the implication of alcohol use with brain injury (20%) and all 
injuries in casualty setting (60%) (32). Of total psychiatric emergencies, substance 
related ones formed 1.6% (33). 
Bhowmick et al reported that co-dependency in spouses of alcoholics had significant 
correlation with severity scores of substance use (34). Various studies from India have 
examined coping behaviour, personality and risk factors for deliberate self-harm in 
spouses of alcoholics and found significant associations and correlations (35–37). 
Singh and Balhara compiled a review of Indian research on co-occurring psychiatric 
disorders and alcohol use disorders in 2016. A total of 35 relevant studies were 
included in the review. The majority of the studies were done among males with only 
one being entirely conducted among female subjects. Also females, even when 
included, formed only a small fraction of the overall sample except for the studies 
among relatives of individuals with substance use disorders, where females have 
represented a substantial proportion of study subjects. Likewise, all the studies 
comprised of adult subjects, and no study reported was performed among children, 
adolescents or elderly. Almost all the studies have been conducted among treatment 
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seeking populations. Only few have explored dual disorders in the general population 
(38).  
In addition, these studies have investigated only a limited geographical region. A 
cross-sectional observational design has been used in the majority of the published 
studies with only a few studies which used a case-control design. Some studies have 
followed up study subjects prospectively. Case reports are only a handful and only one 
RCT, the findings of which are yet to be published. There are no comprehensive 
reviews, and the reviews which have been published have examined only selected 
issues related to dual disorders (39). 
2.6 Studies on alcohol use disorders and comorbid psychiatric disorders from 
India 
 Studies on patients with co-occurring alcohol use disorders and psychiatric disorders 
have concentrated mainly on the prevalence of various psychiatric disorders among 
alcoholics. Alcohol use disorders have been shown to have remarkably high rate of 
psychiatric comorbidity. It is commonly reported that alcohol dependence is co-
prevalent with mood disorders, anxiety spectrum disorders and sexual dysfunction. 
Most studies have reported on specific psychiatric disorders such as ADHD, 
psychosis, mood disorders, anxiety spectrum disorders and sexual dysfunction, others 
have explored the prevalence of more than one psychiatric disorder. Generally, it is 
seen that those who abuse alcohol lead more stressful lives and suffer from cognitive 
impairment. Studies done on diverse population groups have uniformly noted such 
impairment on assessment. Multiple comorbidities are diagnosed frequently. The 
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prevalence of mood disorders ranged from 26% to 71% across reviewed studies. 
Depressive disorders were reported as a commonly associated comorbidity. The 
presentation of anxiety spectrum disorders ranged between 10% and 45.8% and 
contained agoraphobia and panic disorders. Psychosexual disorders are prevalent in 
patients with alcohol dependence and individuals frequently reported multiple 
complaints of sexual dysfunction. It has also been observed that symptoms of 
depression, anxiety and stress have existed before the onset of alcohol use. 
Vulnerability to developing alcohol use disorders in individuals with ADHD and 
ADD have been demonstrated through retrospective analysis. A variable course has 
been reported regarding alcoholic hallucinosis along with a large constellation of 
symptoms, which are different from those of schizophrenia. Studies have also plotted 
the course of schizophrenia and substance use among patients with dual disorders and 
have discovered a significant association between the two (39). 
 Vohra et al evaluated alcoholics in a tertiary care centre and found a prevalence of 
76% of comorbidity. Of the cases, 52.1% had major depression, 58.3% had cluster B 
personality disorder and 21.7% had alcohol induced psychosis (40). Singh et al 
conducted a case control study of 100 alcoholics and reported 92% prevalence of 
comorbidity. Depression was present in 26% followed by ASPD in 21% and phobia in 
16% (41). In 2010, Kumar et al reported a prevalence of 64.8% which included other 
psychoactive substance abuse (54.2%); mood disorder (50.0%); anxiety disorder 
(45.8%); and psychotic disorder (25.0%). 
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2.7 Epidemiology of Child Psychopathology 
2.7.1 International Studies 
Up to 2 out of 10 children are affected by mental health problems worldwide. 
Between 15 to 30% of Disability Adjusted Life Years are lost in the first 30 years of 
life, contributed by neuropsychiatric disorders (42). A systematic review of 
worldwide, community-based research done by Merikangas et al revealed a 
prevalence of approximately 25% in the last year prevalence and 33 % lifetime 
prevalence of mental disorders in children and adolescents(43). Another 
comprehensive review revealed that the number of observations in population-based 
studies in children increased 4-fold in studies between 1993-2002 when they 
compared those published between 1980-1993. They also suggested that 25-33% of 
young people are projected to have psychiatric disorders in their life time, according 
to DSM (44,45). Rates of approximately 10% have been reported to meet the 
Substance Abuse and Mental Health Services Administration (SAMHSA) criteria for 
a Serious Emotional Disturbance (SRD)(45,46). 
Depressive Disorders: Though studies before 2004 have shown a wide prevalence 
rate of major depression (0.2% to 17%, median = 4%) newer studies show it to be 
somewhere between 0.6 to 3.0% (43). Some follow-up studies of children in the 
community have shown rates as high as 23.2 to 43.3%. The prevalence of sub-
threshold disorders like minor depression and depression, not otherwise specified was 
found to be higher than major depression. However, rates of dysthymia reported were 
comparatively lower than major depression. While most studies have described no 
differences between boys and girls of preadolescent age in prevalence of depression, 
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some have shown higher rates in preadolescent boys. In contrast, depression is higher 
in adolescent girls than boys. This difference continues till middle adulthood. The 
average age of onset of MDD and depressive disorder, reported in longitudinal studies 
is between 11 to 14 years. Increased prevalence of MDD after 11 years of age is 
substantiated by evidence from prospective research. Data from the Oregon 
Adolescent Depression Project reported incidence of depression to increase from 1 to 
2% at age 13 to 3 to 7% at age 15. This increase is reflected throughout early adult 
life. No differences between either sexes were seen in average age of onset in the 
National Comorbidity Survey (43,47). Significant differences and associations 
between social class and ethnicity have been reported in various studies (48). 
Bipolar Disorder: The lifetime prevalence in children from community samples have 
been reported as ranging from 0 to 2.1% for BPAD and 0.2 to 0.4% for hypomania 
(43). These rates are similar in males and females. The current/1-year prevalence in 
children between 14-18 years in the community was reported to between 0 to 0.9% 
(44,49). Lewinsohn et al reported that incidence of BPAD is highest at 14 years of age 
for both boys and girls. This rate gradually decreases later in age (50). Soutullo et al 
reported incidence rates ranging from 1.7 to 2.2 per 100,000 per year (51). Strong 
associations of BPAD with other childhood disorders (ADHD, ODD, Conduct, 
disruptive and anxiety disorder) have been observed in prominent studies (43,50). 
Anxiety Disorders: Costello et al reviewed all anxiety disorders in children and found 
a wide prevalence range (2 to 24% median = 8%)(52). Generalized Anxiety Disorder 
and Social Anxiety Disorder are the most prevalent disorders in children compared to 
panic disorder and obsessive compulsive disorder, which are seen rarely below 12 
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years of age. Girls are found to have more anxiety disorder across all age ranges. This 
is similar to what is seen in adults. No substantial differences in age of onset is seen 
between boys and girls (43). However, rates of anxiety disorders increase sharply in 
girls starting at 5 years and continues going up through adolescence. Boys show a 
rather gradual increase which levels off later in adolescence. Therefore, higher 
degrees of anxiety are seen in girls by age 6. No significant differences attributed to 
social class or ethnicity is reported in anxiety disorders (53).  
Behavior Disorders 
ADHD: Costello et al reported a point prevalence ranging from 1.7 to 17.8% in 
ADHD (median = 4%)(45). ADHD is undoubtedly more common in boys than girls. 
This has been observed by multiple studies (44,54–56). Froehlich et al found that 
poorer children are twice as likely to have ADHD than wealthier ones (54).   
Conduct and oppositional disorder : Costello et al reported the 12 month prevalence 
of disruptive behaviour disorders to range between 5-14% (median = 6%) (44). 
Conduct disorder is clearly more prevalent in boys compared to girls, with as much as 
3 to 4 times higher rates reported in many studies. In contrast, such a difference is 
unclear in the case of oppositional defiant disorder with some studies showing higher 
rates in boys and some others showing similar prevalence (57). Younger onset of 
disruptive disorders show poorer prognosis with younger age of onset associated with 
more aggressive behaviours (58). Community-based studies show high occurrence of 
ADHD along with conduct disorder. Boys with ADHD are likely to have early age of 
onset of conduct disorder as well. Similarly, mood and anxiety disorders also seem to 
have a strong association with disruptive behavior disorders (57). 
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Substance Use Disorders: Costello et al reports that the prevalence of alcohol/drug 
use in community-based research of adolescents  ranges between 1 to 24% (median = 
5%) (44). Studies show variable gender differences of substance use. While Angold et 
al reported equal rates in males and females (59), Roberts et al observed higher rates 
in males (60). Merikangas et al reported SUDs (Substance Use Disorders) to be more 
common in white youths and distributed equally by social class of parents (61).  
2.7.2 Indian Studies 
India has a large population of children. According to the census in 2011, about 160 
million children are between 0 to 6 years of age. This constitutes close to 15 % of the 
population. Children between 0 to 14 years form 30% of the total population. About 
25% of India’s population are adolescents. 35-50% of the total global population is 
constituted by children and adolescents from Low and Middle Income Countries 
(LAMIC). Up to 50% of all psychiatric disorders in lifetime is found to start before 
the age of 14(62,63).  
Malhotra and Patra in their meta-analysis found the average prevalence rate of child 
and adolescent psychiatric illness in India to be 6.46% in the community and 23.33% 
in the school population(62).  Hackett et all in their study in 1999, found a projected 
prevalence of 9.4 %. They found disorders to be associated with male sex, muslim 
religion, lower socioeconomic status, poor education of parents, poor academic 
performance and reading and vocabulary deficits. They did not find associations with 
malnutrition or perinatal problems (64). Malhotra et al studied 963 students of school 
going age (4-11years) and found 6.33% prevalence of psychiatric illness. Teachers 
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and parents’ assessment rated the prevalence higher at 10.17 and 7.48% respectively. 
Enuresis was the most common disorder found (65).  
Srinath et al studied 2064 children in Bangalore aged 0-16 years who were selected by 
stratified random sampling from urban middle-class, urban slum and rural areas. Total 
prevalence of psychiatric disorders found was 12.5% (13.8% on 0-3 years and 12.0% 
in 4-16years). Differences between children from various living areas were 
insignificant. The described the frequencies of common disorders found in the age 
group. Only 37.5% of families recognized problems in their children. Physical abuse 
and psychiatric disorder in parents showed positive associations with disorders in 
children (66).   
Malhotra et al reported the annual incidence of psychiatric problems as 18per 1000 
per year. Children with and without disorders on follow-up did not differ significantly 
in their sociodemographic or psychological characteristics at the time of enrolling for 
the study (67).  Multiple epidemiological studies looked at psychiatric morbidity of 
children in various populations and settings and found that conduct disorder, enuresis 
and ADHD were the most commonly diagnosed (68–71) 
Depression: Srinath et al reported that depressive episodes occurred in 0.1% of 
children in the 4 to 16 year age group (66). A cross sectional study of 1120 adolescent 
students showed that adolescents who had academic stress were at 2.4 times higher 
chance of depression than adolescents without similar stress (72). MK Nair reports the 
prevalence of depression among adolescents among primary-care child health services 
setting in India as 11.2%(73).  
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Anxiety: Nair et al reported the prevalence for all anxiety disorders in children of a 
rural community population in India. They used multiple criteria for prevalence 
including international and DSM. The prevalence rate using different measures ranged 
between 8.6% to 25.8%. Prevalence was uniformly higher in girls. All anxiety 
disorders, separation anxiety disorder and social anxiety disorder showed significant 
gender differences. Panic disorder and generalized anxiety were significantly higher in 
older children (74). 
ADHD: Gada reported a study of 321 primary school children between 5-10 years of 
age. The prevalence of ADHD was found to be 8.1 %. The ratio of boys to girls was 
7.6:1. ADHD was significantly associated with age group 8 to 10 years in boys and in 
the total sample. The ADHD had significantly more first-born children (75). 
Conduct Disorder: The prevalence of conduct disorder varies among the Indian 
studies, with Deivasigamani et al finding prevalence rates of 11.13%,(68) and Sarkar 
et al. 7.1% (73). Malhothra et al had reported a prevalence of 4.94% in a retrospective 
clinical study (74). Srinath et al had found a low prevalence of 0.2% in an 
epidemiological study (64). In a school going population, Sarkhel et al had reported a 
prevalence rate of 4.58% (75). Jayaprakash et al reported 7.5 times higher prevalence 
of CD in boys (88%) compared to girls. Comorbid hyperkinetic disorder was found in 
45% of children. 70% of them had childhood onset of the illness and of them 66.7% 
had presence of comorbidity. The childhood onset group also had higher severity of 
symptoms, family history of psychopathology and impairment of functioning (76). 
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Substance use: Systematic review of 15 studies across India aged 13-15 yrs. showed 
a median prevalence of tobacco use (ever users) to be 18.2 per cent; 14 per cent 
among males and 6.3 per cent among females (77). Data from the National Household 
Survey (NHS) by United Nations Office on Drugs and Crime (UNODC) in 2002 
encompassing urban and rural areas of 24 States of India, revealed a prevalence of 
21.4 per cent of alcohol use among men aged 12 to 18 yrs. (78).  
2.8 Risk Factors affecting Childhood Psychopathology 
Merikangas in their comprehensive review of epidemiology of childhood psychiatric 
illness enumerated an array of risk factors which can be broadly classified as child 
characteristics, family and parent characteristics and neighbourhood and broader 
contextual influences. Child characteristics include various sociodemographic factors, 
ethnicity, neurocognitive capacity, medical comorbidity, pregnancy and birth-related 
exposure to illness, nutritional status, exposure to toxins, and adverse life events. 
Family and parent characteristics described include various demographic 
characteristics, like age, education, socioeconomic status, parental psychiatric and 
medical morbidity of parent, type of family and family functioning. Parental 
psychiatric morbidity constitutes one of the most important risk factors and significant 
predictors of child psychopathology. Some studies have also shown aggregation of 
broad categories of psychiatric disorders in families(43).  
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2.9 Psychopathology in children of people with mental illness 
A number of studies in the psychiatrically ill have shown that, children of  patients 
with mental illness are at higher risk of developing major mental illness or exhibiting 
behavioral problems during childhood (79). Mattejat and Remschmidt discussed how 
the higher risk of mental illness in children of mentally ill parents is attributable to 
both genetic factors and the dysfunctional interaction between parent and child due to 
the parental disorder. These families have higher risk of child abuse and face more 
adverse factors. Genetic and psychosocial factors interact in a bidirectional manner.  
Genetic factors have a role in regulating the effect of adverse environments factors  
(80). Growing up with a mentally ill parent creates a major quantitative and qualitative 
risk for children that is connected with multiple mental and developmental risks in 
children. Examples of such outcomes include a higher infant mortality risk, insecure 
infant attachment, developmental delays and disorders, internalizing and  
externalizing disorders , negative long-term outcome and the development of severe 
psychiatric disorders (81). Connell and Goodman examined the relative strength of the 
association between psychopathology in mothers versus fathers and the existence of 
internalizing and externalizing disorders in children. Associations were stronger 
between maternal than paternal psychopathology and the presence of internalizing 
(but not externalizing) problems in children. Relations were regulated by variables 
that highlight theoretically relevant differences between psychopathology in mothers 
versus fathers (e.g., age of children studied, type of parental psychopathology) and by 
variables linked to methodological dissimilarities across studies (e.g., method of 
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assessing psychopathology in parents and children, type of sample recruited and 
familial composition) (82). 
2.10 Psychopathology in Children of Alcoholics 
2.10.1 International Studies 
Children who live with non-recovering alcoholics experience greater amounts of 
discord within the family. The prevalence of alcoholism among adults over 18 years 
of age is approximately 7%. Still, most COAs do not develop alcoholism or other 
substance abuse problems, and most of them do not develop any kind of behavioral 
problems or psychiatric illness at all. This discovery has led to an intense interest in 
identifying risk factors or pathways that lead to either psychopathology or health, so 
that valuable prevention and treatment strategies  can be developed (83).  COAs score 
poorly on measures of intellectual-cultural orientation, independence, family cohesion 
and, active-recreational orientation. Many children of alcoholics (COAs) encounter 
other family members as distant and non-communicative. Children of alcoholics may 
be disadvantaged by their inability to grow in developmentally healthy ways(84–87).  
In as early as 1983, Anderson and Quast identified risk for the development of mental 
health and chemical dependency in children of alcoholic families and described 
innovative intervention/prevention strategies employing cognitive behavior 
modification principles to understand and overcome upsetting feelings (88). West and 
Prinz reviewed studies on children of alcoholic parents published between 1975 and 
1985, to explain the association between parental alcohol dependence and child 
psychopathology. They identified methodological problems in this body of literature 
and categorized their substantive results around eight areas of outcome: (a) substance 
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abuse, truancy and delinquency; (b) hyperactivity and conduct disorder; (c) cognitive 
functioning; (d) somatic problems; (e) dysfunctional family interactions (f) depressive 
and anxiety symptoms; (g) physical abuse; and (h) social inadequacy. The literature as 
a whole maintained the argument that parental alcoholism is linked with an amplified 
incidence of child symptoms of psychopathology, in contrast with no increased 
incidence in offspring of non-disturbed parents (89). 
 Sher et al in 1991, concluded that COAs reported more alcohol and drug problems, 
higher alcohol expectancies, greater levels of behavioral under-control and 
neuroticism, and more psychiatric distress in relation to non-COAs. Compared to non-
COAs they also showed lower scholastic accomplishment and poorer verbal ability. 
COAs were given Diagnostic Interview Schedule alcohol diagnoses in more frequency 
than non-COAs. Behavioral under-control and alcohol expectancies mediated the 
relationship between paternal alcoholism and offspring alcohol involvement. There 
were few gender vs. family history interactions, even though gender differences were 
found. The effects of family history of alcoholism were similar for men and women. 
Greater family history effects for women was shown when gender effects were found. 
(90).  
Steinhausen, Johnson and Leff reviewed the extensive available literature on children 
of alcoholics and concluded regarding the various risk factors the children of 
alcoholics face and the implications and vulnerability to various behavioural problems 
of their own. COAs are at risk for a variety of problems that may comprise of 
behavioral, psychological, neurocognitive deficits (91,92).  
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Leiberman updated the review of literature on children of alcoholics. One of four 
children in the United States lives in a family where the child is exposed to 
alcoholism. He reported that children of alcoholics (COAs) are at risk of developing 
alcoholism, 2 to 10 times more than non-COAs (83). Studies that have attempted to 
identify risk factors that facilitate the raised vulnerability and the protective factors 
that control the risk have been reviewed in this paper. Factors involved include 
antisocial personality disorder in parent, externalizing behavior, internalizing 
symptoms, positive and negative alcohol-related expectancies and differential 
response to the influences of alcohol.  
Christensen and Bilenberg in their study in Danish children of alcoholics found that in 
the subjects scored higher on symptoms on 17 out of the 118 items on CBCL. Girl 
children had higher scores than boys in most items. Girls showed higher scores for 
internalizing disorders and depression when the mother was the alcoholic. When the 
father was the alcoholic, it was the boys who showed higher scores on the same 
domains. These children demonstrated higher risk of having clinically significant 
scores on depression, internalizing and social deviance. Half of the children performed 
comparably well as the average reference population. Overall the study suggests how 
even though the children of alcoholics are clearly a high risk group, they might have 
diverse consequences due to the effects of alcoholism in parents (93).  
However, Schuckit et al found no significant relationship between a family history of 
alcoholism and childhood diagnoses of oppositional, conduct or attention deficit 
disorders or with behavioral checklist summary scores. However, they found that 
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children with alcoholic relatives apparently have a slightly larger propensity for drug 
abuse or dependence than those without relatives who consume alcohol (94). Dube et 
al reported that the adjusted odds ratio for each category of Adverse Childhood 
Experiences (ACE) was approximately 2 to 13 times higher if either the father, 
mother, or both parents abused alcohol compared to persons who grew up with no 
parental alcohol abuse. Those who grew up with both parents as alcoholics had the 
highest chance of ACEs. The mean number of Adverse Childhood Experiences for 
persons with no parental alcohol abuse was 1.4. Those with alcohol abuse in father 
only had 2.6. Children with alcohol abuse in mother had 3.2. When they had both 
parents as alcoholics the number was 3.8 (95) 
Ohannessian et al measured psychological symptomatology and clinical diagnosis in 
adolescents with alcoholic parents with and without comorbid drug 
use/psychopathology. They found that when parental psychopathology was absent, the 
adolescents with parents with only alcohol use did not show higher psychopathology 
than children with parents with no psychopathology. However, those who had parents 
with alcoholism along with drug use or depression showed higher psychopathology. 
When all 3 were present the risk of psychopathology was highest (96).  
Casas-gil et al found that COAs  were at higher risk of lower intelligence, failing a 
grade, poor academic performance, skipping school days, and dropping out of school 
(97). McGrath demonstrated that COAs received lower school grades than did their 
non-COA peers. COAs with two alcoholic parents and COAs with at least one parent 
diagnosed alcohol dependence showed particularly low grades. Parental alcohol 
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dependence was also associated with lower math achievement scores. Evidence 
indicated that adolescents' task orientation mediated the relation between parental 
alcohol dependence and adolescent grades, and between parental alcohol dependence 
and adolescent math achievement (98) 
2.10.2 Indian Studies 
Narang et al in 1997 looked at temperamental characteristics and psychopathology of 
children of alcoholics and found statistically significant differences between children 
of alcoholics and non-alcoholics. There was significantly higher conduct disorder, 
physical illness with emotional problems, anxiety, somatization in COAs. On the 
temperament measurement schedule, rhythmicity, mood and persistence had 
significant negative correlations with psychopathology whereas distractibility and 
activity had positive correlations (98). Rao et al found that children of alcoholics had 
higher rates of malnutrition and chances of physical abuse compared to normal 
children (99). Cognitive deficits in COAs were assessed by Silva et al and they found 
higher scores in higher risk children in areas of hyperactivity, impulsivity, inattention, 
conduct, oppositional defiant disorder (ODD), attention-deficit hyperactivity disorder 
(ADHD) and total externalizing symptoms score. They found significantly lower P300 
amplitudes in frontal leads of high risk individuals, which led to speculation of higher 
externalizing or disinhibitory/disruptive behaviours (100). Muralidharan et al 
described dysfunctional electrophysiological functioning in the cerebral cortex of 
high-risk patients and found that they had considerably greater mean externalizing 
symptoms scores (ESS) than lower risk subjects, and there was a significant negative 
correlation between iSP (ipsilateral silent periods following single-pulse TMS) 
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duration and ESS. These preliminary findings suggested that high risk subjects have 
relative impairments in cortico-cortical and transcallosal inhibitory mechanisms. The 
resulting condition of CNS hyper excitability may be etiologically related to the 
excess of externalizing behaviors noted in this population, which might be a 
predisposition to a higher risk of developing early-onset alcoholism (101). Mahato et 
al compared the parent and child relationship in COAs and non-alcoholic parents. 
Substantial difference was found in parent-child relationship, in the domains of 
symbolic punishment, rejecting, objective punishment, demanding, indifference, 
symbolic incentive, love, and neglect for father. In the child’s relationship with 
mother, significant difference was found in the domains of symbolic sentence, 
rejecting, object punishment, indifference and neglect (102). Stanley and Vanitha 
compared adolescent COAs and non-COAs for self-esteem and adjustment. COAs had 
poorer self-esteem. and poorer adjustment in all domains than non-COAs. This 
differences in the authors’ opinion was probably due to higher stress and 
dysfunctional domestic environment in families of COAs. They recommended better 
psychosocial intervention in population of COAs (103).  
Raman et al looked in to psychopathology, neurodevelopment and family 
environment of children of alcoholic parents and found that they had higher 
externalizing than internalizing scores. COAs had worse scores on neurocognitive 
assessments. The family environment of COAs were also described to be higher in 
dysfunctional features in multiple domains (104). In a case-control study on school 
dropouts in children of alcoholics, the number of school dropouts was significantly 
higher (45.31%) in the children of alcohol-dependent men in contrast to 22.47% in the 
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teetotallers/social drinkers’ children. In the study group, there was an elevated number 
of school dropouts among boys (52.73%) as compared to girls (35.37%). Parental 
illiteracy and school dropout children showed significant statistical association in both 
the groups (105). 
2.11 Conclusion 
Alcohol use and disorders are a leading public health problem. Alcohol misuse in poor 
and deprived communities is particularly deleterious as the scant financial incomes of 
the family needed for food, health care, and education are diverted to alcohol. 
Alcoholism is a disease – one that involves and influences every member of the family 
in a devastating way. As the entire family revolves around the alcoholics’ actions and 
deeds, the COAs are often second best, and the children's problems are often invisible. 
One in four children is exposed to family alcohol abuse or dependence. A widespread 
volume of research has been shown on the psychosocial correlates, cognitive, 
behavioral, and emotional aspects, psychological functioning, nutritional neglect and 
physical abuse, social competence, dysfunctional family environment, and alcohol 
abuse in children of alcoholics, although fairly few studies have talked about the 
severity of alcohol use and its relationship with childhood psychopathology while 
looking into family functioning in families with alcoholism. Alcoholism and its effect 
on patients, families and society continue to remain a challenging area which requires 
further exploration as well as intervention. 
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3. AIMS AND OBJECTIVES 
 
3.1 Aim: To assess the psychopathology and family functioning among children of 
male patients with alcohol dependence 
3.2 Objectives: 
1. To estimate the prevalence of psychopathology in children of male patients with 
alcohol dependence 
2. To assess the family functioning in families of alcohol dependent patients 
3. To assess the sociodemographic and substance abuse related factors associated 
with child psychopathology in families of patients with alcohol dependence  
4. To compare the family functioning in children with and without psychopathology 
in families of alcohol dependent patients. 
 
3.3 Hypothesis: 
1. Child psychopathology is associated with specific socio-demographic and 
substance abuse related factors in families of patients with alcohol dependence.  
2. There is poorer family functioning in children with psychopathology in families of 
alcohol dependent patients 
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3.4 Null Hypothesis 
1. There is no significant association between child psychopathology and specific 
socio-socio-demographic and substance abuse related factors in families of 
patients with alcohol dependence.  
2. There is no significant difference in the family functioning in children with and 
without psychopathology in families of alcohol dependent patients. 
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4. MATERIALS AND METHODS 
The study was done in the Department of Psychiatry of Christian Medical College, 
Vellore. Approval for the study was obtained from the Institutional Review Board 
Research and Ethics Committee of Christian Medical College, Vellore, Tamil Nadu. 
4.1 Setting 
The participants of the study were enrolled from the department of Psychiatry of 
CMC, Vellore. The department offers treatment for various psychiatric disorders 
including alcohol dependence syndrome. The age group of patients attending the 
clinic is above 18 years. The patients mainly hail from Vellore and adjoining areas, 
various parts of Tamil Nadu, nearby states of Kerala, Andhra Pradesh and Karnataka. 
as well as from distant North Indian states like West Bengal, Jharkhand, Assam and 
Chhattisgarh. Some patients come from foreign countries like Bhutan, Nepal, 
Bangladesh and the countries from the Middle East. The diagnosis and treatment is 
offered by the consultant Psychiatrists and the trainee doctors, with the help of 
Psychologists, Occupational therapists and Nurses. 
4.2 Study Design 
A cross sectional observational study design was followed for this study. 
4.3 Participants 
4.3.1 Inclusion Criteria 
4.3.1.1 Parent:  
Father: Diagnosed with Alcohol Dependence Syndrome according to ICD-10 clinical 
criteria:  
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Three or more of the following have been existing together at some time through the 
preceding year:    
(a) A strong craving or sense of compulsion to consume the substance; 
(b) Difficulty in controlling substance-taking behavior in terms of its onset, 
cessation, or levels of use 
(c) A physiological withdrawal state when substance consumption has stopped or been 
decreased, as shown by: the characteristic withdrawal syndrome for the substance; or 
consumption of the same or a closely related substance with the aim of getting rid of 
or evading withdrawal symptoms 
(d) Evidence of tolerance, such that greater doses of the psychoactive substances 
are essential in order to attain effects formerly produced by lower doses  
(e) Progressive disregard of alternative pleasures or interests because of psychoactive 
substance use, greater amount of time necessary to obtain or consume the substance 
or to recuperate from its effects 
(f) Persisting with substance use regardless of clear evidence of obviously harmful 
consequences. 
Mother: staying with child for at least past 6 months 
4.3.1.2 Child: 
1. Children of age group 6 to 18 years (Random selection, by picking lots, 
if multiple children in specified age group in same family) 
2. Children with their primary caregivers (parents) 
3. Child staying with mother for the past 6 months (and not in hostel) 
All participants conversant in either English, Tamil or Hindi 
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4.3.2 Exclusion Criteria 
1. Presence of severe sensory special sensory impairment, organic impairment 
or below moderate level of intellectual disability in child assessed clinically.  
2. Informed consent/assent not obtained. 
3. Current major mental illness in mother. 
4.4 Sampling Technique 
The sampling technique used for this study was purposive sampling technique. 
Consecutive patients presenting in the Psychiatry OPD with Alcohol Dependence 
Syndrome were identified. Those who fulfilled the criteria after the inclusion and 
exclusion criteria were applied were recruited for the study.  
 
4.5 Sample Size 
The required sample size to show that the prevalence of psychopathology among 
children whose father was alcoholic was found to be 110 children with 7.5% precision 
and 95% confidence limits 
 
Prevalence 
Single Proportion – Absolute Precision 
Expected proportion 0.18 
Precision 7.5 
Desired confidence level (1- alpha) % 95 
Required sample size 110 
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Risk Factors 
Regression Methods – Multiple Logistic Regression 
Proportion of disease 0.18 
Anticipated odds ratio 2.5 
Power (1- beta) % 80 
Alpha error (%) 5 
1 or 2 sided 2 
Multiple correlation coefficient of the exposure 0.2 
Required sample size 108 
 
 
4.6. Variables Studied 
4.6.1 Dependent Variable: Psychopathology as assessed by Child Behaviour 
Check List (CBCL) 
4.6.2 Independent variables: 
1. Socio-demographic variables of child and family members: age, gender, 
religion, socio-economic status, residence, educational level, occupation of 
primary caregiver, type of family (nuclear/ joint), number, age and gender of 
siblings, birth order of the child. 
2. Alcohol related variables: Presence of comorbidity, severity index, duration of 
alcohol dependence, current use, periods of abstinence,  
3. Family functioning variable as assessed by McMaster Family Assessment 
Device (MFAD) 
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4.7 Data Measures 
The following Instruments were used to collect data:  
4.7.1 Sociodemographic and Clinical Data Form (vide annexure 1) 
4.7.2 Modified Kuppuswamy Scale (vide annexure 2) 
4.7.3 McMaster Family Assessment Device (vide Annexure 3) 
4.7.4 Child Behavior Check List (CBCL) (vide annexure 4) 
4.7.5 Addiction Severity Index (vide annexure 5) 
 
4.7.1 Sociodemographic and clinical data form 
A sociodemographic and clinical data form was designed in a semi-structured format 
to gather the various sociodemographic and clinical details of the patient with alcohol 
dependence syndrome and family members for the study. In the initial part, the patient 
particulars were entered like the study serial number, name, hospital number, age, date 
of birth, religion, mother tongue, residence, occupation, educational level, marital 
status, number of children, type of family, family size, socioeconomic status and 
distance from treatment setting. In the second part, clinical information was recorded, 
which included duration of alcohol dependence, periods of abstinence, current use, 
previous/ current hospitalizations, presence of psychiatric comorbidity/ additional 
substance abuse and presence of medical comorbidity. The third part was child- 
related information which included age, gender, birth order, current educational level, 
presence of previously diagnosed psychiatric problem and presence of any psychiatric 
illness in the family. In the fourth part, information related to the mother was 
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recorded. This included age, educational level, occupation, period of time mother was 
staying with the child and presence of any previously diagnosed psychiatric illness in 
mother. The approximate time required for collecting data for sociodemographic and 
clinical data was about 15 minutes. 
 
Socioeconomic status 
4.7.2 The Modified Kuppuswamy scale (with revised income ranges for 2014).  
This scaledetermines the socioeconomic status of the family based on the education, 
occupation of head of the family and per capita income per month. Originally created 
by Kuppuswamy in 1976 (99), the form underwent revisions in 2003, 2007, 2012 and 
2014. Each of the three domains has seven items arranged in decreasing order of 
score. One item is selected from each domain, and the corresponding scores are added 
to give a total score, which is graded in 5 levels to represent socioeconomic status 
from lower (score of less than 5) to upper (score of 26 to 29) (100). 
 
Family Functioning 
4.7.3 McMaster Family Assessment Device: 
The McMaster Family Assessment Device (MFAD) (101)  is a 60-item self-report 
instrument intended to evaluate a number of characteristics of family relationships 
established based on the McMaster model view of family functioning(102). Items are 
phrased to represent both effective (e.g., “We feel accepted for what we are.”) and 
problematic family functioning (e.g., “There are lots of bad feelings in the family”). 
Those taking the interview rate how well each statement describes their family; 
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response options comprise of strongly disagree, disagree, agree, and strongly agree. 
Items are reverse scored as needed, such that higher the score worse is the family 
functioning. The FAD general functioning scale was scored and according to Ryan et 
al a score of 2.00 or above indicates problematic family functioning. The higher the 
score, the more problematic the family member perceives the family's overall 
functioning (103).  In addition to a General Functioning Index, the MFAD generates 
scores on six dimensions namely problem solving, communication, roles, affective 
responsiveness, affective involvement, and behavioral control. 
The MFAD has been widely used in research as well as and clinical practice.  Uses 
include: (1) screening to detect families experiencing problems, (2) recognizing 
specific domains in which families are experiencing problems, and (3) evaluating 
change following treatment. 
 
Child psychopathology 
4.7.4 Child Behaviour Checklist (CBCL): 
CBCL was developed by Thomas A. Achenbach for assessment of problem behavior 
in children. The latest version was published in 2001. It is divided into two parts – one 
for the age group of one and a half to five years and second from six to eighteen years.  
CBCL for the age group between 6-18 years has 113 questions with Likert scoring 
options. A score of 0 coding for ‘not true’, 1 coding for ‘somewhat or sometimes true’ 
and 2 coding for ‘very true or often true’.   It has a male and female scoring sheet. The 
raw scores are added up to obtain the domains of anxious, withdrawn depressed, 
somatic complaints, social problems, thought problems, attention problems, rule 
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breaking behavior, aggressive behavior, other problems. It is also divided into 
Internalizing and Externalizing behavior along with a total score indicating presence 
or absence of any psychopathology. The CBCL 6-18years version also has an option 
of DSM –IV oriented scales. The six DSM-Oriented Scales include: (1) Affective 
Problems (major depressive disorders and Dysthymia), (2) Anxiety Problems 
[Generalized Anxiety Disorder (GAD), Separation Anxiety Disorder (SAD), and 
Specific Phobia], (3) Attention Deficit Hyperactivity Problems (Hyperactive-
Impulsive and Inattentive subtypes), (4) Conduct Problems [Conduct Disorder (CD)], 
(5) Oppositional Defiant Problems [Oppositional Defiant Disorder (ODD)], and (6) 
Somatic Problems (Somatization and Somatoform Disorders). 
Severity index for alcohol dependence 
4.7.5 Addiction Severity Index: 
Addiction Severity Index (ASI) was developed by McLellan and co-workers in 1980 
(104), the ASI has been translated into seventeen languages and was designed to be 
administered by a skilled assessor. The version currently in use is the 5th edition which 
was published in 1992 (105). This is a semi structured interview intended to provide 
vital information about characteristics of the life of patients that may influence their 
substance-abuse problems. It has been shown to be useful especially in diagnosis and 
treatment of alcohol use problems.  
The Addiction Severity Index (ASI) delivers a comprehensive summary of substance-
related problems instead of focussing on one specific area. It has 200 queries on 7 
subscales/subdomains. The sub domains are medical status, employment and support, 
other drug use, alcohol use, legal status, family/social status, and psychiatric status. 
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These functional areas have been extensively validated to be associated with 
substance use and are central to understanding alcohol dependence. In each domain, 
individual data is collected regarding frequency, duration and severity. ASI takes into 
consideration the various aspects of each subscale for its characteristic over the 
lifetime and in the 30-day period before the interview. This is based on the knowledge 
that severity of substance related problems are best reflected when life events before, 
during and subsequent to substance use are taken into consideration. Within each 
subdomain, ASI provides 2 ratings. First is a 10-point severity rating determined by 
the interviewer. This is a rating of lifetime problems.  Second, is a multi-item, 
composite score which can be calculated manually or can be computer-generated 
(106). This is a rating of severity of problems in the past 30 days. 
The ASI has been used extensively in both clinical as well as research setting. 
Clinically, ASI can help in creating an excellent patient profile at the time of 
admission, which the treating team can use for monitoring progress and planning 
treatment. Researchers have used ASI for calculating the mean and composite scores 
along with individual variables for assessing measures of improvement over time 
within groups and between groups. It is also used at follow up points for assessing 
outcomes of treatment. ASI has shown excellent validity and reliability across diverse 
patients and treatment setting worldwide. Reliability has been shown to decrease when 
patients have severe psychiatric illness (107). ASI has also been found to be more cost 
effective, less formal and a better problem-directed approach compared to Structured 
Clinical Interview for DSM-III-R (SCID) (108). 
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4.8 Data Collection Procedure 
All data were collected by the primary investigator, except for the alcohol-related 
clinical variables which were collected by an independent assessor. The sources of 
information were, the father with alcohol dependence syndrome, mother of the child 
and occasionally the child.  The patients were diagnosed as having Alcohol 
Dependence Syndrome by the Psychiatrists using the ICD-10 criteria. They were then 
referred to the primary investigator by the treating Psychiatrist. Inclusion and 
exclusion criteria were applied and suitable candidates were recruited for the study 
after obtaining the consent from the parents and assent from the child when feasible. 
To reduce bias, the data were collected in the following order. At first the 
Sociodemographic and clinical data sheet was applied, followed by the Modified 
Kuppuswamy Scale, then the Child Behavior Checklist(CBCL), followed by 
McMaster Family assessment device and then the Addiction Severity Index.  The 
conversion of the CBCL raw scores to T score to determine caseness, was done by an 
independent assessor after data collection, in order to reduce bias. The time taken to 
complete each case was between 40 minutes to 1 hour. 
4.9 Statistical Method 
All the quantitative variables were summarized using mean with standard deviation. 
Mean scores of family functioning and mean and composite scores of various domains 
addiction severity were calculated. Correlation analysis was done between the mean 
scores and the composite scores.  Bivariate analysis was done to assess the association 
between the independent variables and the presence of child psychopathology using 
chi- test for categorical variables and the student t-test or Mann-Whitney U test for 
 continuous variables. Univariate logistic regression was done for variables found to be 
significant in the bivariate analysis. All data was analysed using SPSS version 17.
4.10 Ethical issues 
The study was conducted only after it was approved a
Review Board and Ethics Committee of Christian Medical College, Vellore.
Written informed consent from the patients and written assent from the child was 
taken before proceeding to recruit the child for the study. 
4.11 Algorithm 
Figure 1. Algorithm Showing Methodology
Setting: Psychiatry Out Patient 
Department of CMC Vellore.
If both consent and assent is 
obtained, then recruited in the study.
Filling up of Sociodemographic Data 
Sheets and administering Modified 
Kuppuswamy Scale with revised 
income ranges.
Preparation of Final Thesis Document.
60 
nd accepted by the Institutional 
 
 
Consecutive cases diagnosed by 
Psychiatrist as Alcohol Dependence 
Syndrome according to ICD-10 
Criteria who have children between 6 
to 18 years of age, from December 
2015 to  September 2016.
Application of Inclusion and Exclusion 
Providing information sheet and 
Obtaining consent from primary 
caregiver and assent from the child or 
adolescent for participation in the 
study.
Primary outcome variable assessed 
first ie, Child Behaviour Check 
List(CBCL).
Family functioning assessed with 
McMaster Family Assessment Device.
Administering Addiction Severity 
Data entry and Statistical analysis.
 
 
 
Criteria.
clarifying doubts if any.
Index.
 5. RESULTS 
The cross-sectional study was done in the Psychiatry department of Christian Medical 
College, Vellore, India from March 2016 to September 2016. A total sample of 72 
patients with alcohol dependence syndrome along with their spouse and child were 
recruited during the study period.
Diagnosed with Alcohol Dependence Syndrome 
according to ICD
Inclusion Criteria met for 
recruitment in study 
(n = 91)
Declined 
Participation in 
Study 
(n = 19)
Number of participants interviewed with Sociodemographic Data 
Sheet, Modified Kuppuswamy Scale with revised income ranges, 
Child Behaviour Check List(CBCL), Family functioning assessed 
with McMaster Family Assessment Device and Addiction Severity 
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Strobe diagram of the study
 
-10 Criteria who have children 
between 6 to 18 years of age 
(n = 93)
Informed Consent and 
Assent obtained 
(n = 72)
Index. (n = 72)
Excluded from study (n = 2)
Reason for exclusion: 
Current major 
mental illness in 
Mother (n = 2)
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5.1 PATIENT DEMOGRAPHICS 
Table 1: Socio demographic characteristics of patient diagnosed with alcohol 
dependence syndrome. 
Variable Frequency (n) Percentage % 
Religion 
Hindu 
Christian 
Muslim 
 
58 
11 
3 
 
80.6 
15.3 
4.2 
Mother Tongue 
Tamil 
Hindi 
Telugu 
Saurashtra 
Urdu 
 
62 
1 
7 
1 
1 
 
86.1 
1.4 
9.7 
1.4 
1.4 
State 
Tamil Nadu 
Andhra Pradesh 
 
66 
6 
 
91.7 
8.3 
District 
Within Vellore District 
Outside Vellore District 
 
44 
28 
 
61.1 
38.9 
Education 
Illiterate 
Primary School 
Middle School 
High School 
Intermediate or post High School 
Graduate or Post Graduate 
 
5 
4 
26 
22 
5 
10 
 
6.9 
5.6 
36.1 
30.6 
6.9 
13.9 
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Occupation 
Unskilled worker 
Semiskilled worker 
Skilled worker 
Clerical, Shop Owner, Farmer 
Semi-Profession 
Profession 
 
17 
6 
27 
15 
1 
6 
 
23.6 
8.3 
37.5 
20.8 
1.4 
8.3 
Income 
Rs. 1866-4446 
Rs. 4447-9248 
Rs. 9249-13873 
Rs. 13874-18497 
Rs. 18498-36996 
>/= Rs.36997 
 
8 
27 
19 
8 
7 
3 
 
11.1 
37.5 
26.4 
11.1 
9.7 
4.2 
Socio-Economic Status 
Upper 
Upper-Middle 
Middle/Lower-Middle 
Lower/Upper-Lower 
 
2 
13 
27 
30 
 
2.8 
18.1 
37.5 
41.7 
Variable Mean Standard 
Deviation 
Age of Patient (years) 40.14 5.70 
Most patients (80.6%) came from a Hindu background and majority of them (86.1%) 
were from Tamil-speaking families. 91.7% of patients in the study were from Tamil 
Nadu and the rest were from Andhra Pradesh, most of them from within Vellore 
district (61.1%). Patients were mostly educated up to middle school or high school 
and were predominantly skilled workers, clerical job holders, shop owners or farmers. 
The largest group of patients were from a Lower/Upper lower socioeconomic status 
family followed by Middle/Lower-middle socioeconomic status 
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5.2 CLINICAL CHARACTERISTICS OF PATIENT 
Table 2a: Clinical Characteristics of the patient with alcohol dependence 
Variable Mean Standard 
Deviation 
Duration of alcohol dependence (years) 12.19 6.68 
 Frequency 
(n) 
Percentage (%) 
Presence of psychiatric morbidity 
Present 
Absent 
 
30 
42 
 
41.7 
58.3 
Group of psychiatric morbidity if present* 
Mood Disorder 
Psychosis 
Other Substance Use 
Others 
 
2 
12 
12 
4 
 
6.7 
40.0 
40.0 
13.3 
Presence of Medical Comorbidity 
Present 
Absent 
 
18 
54 
 
25.0 
75.0 
OP/IP Status 
OP 
IP 
 
61 
11 
 
84.7 
15.3 
Past Treatment for Alcohol Dependence 
Yes 
No 
 
20 
52 
 
27.8 
72.2 
Recent Alcohol Use in the last 30 days 
Present 
Absent 
 
71 
1 
 
98.6 
1.4 
Frequent Intoxication 
More than 15 out of 30 days 
 
68 
 
94.4 
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Less than 15 out of 30 days 4 5.6 
Number of Delirium Tremens 
0 
1 
2 
 
58 
13 
1 
 
80.6 
18.1 
1.4 
Comorbid Nicotine Dependence 
Present 
Absent 
 
17 
55 
 
23.6 
76.4 
*n only of patients with psychiatric morbidity 
The mean age of patients in the sample was 40.14 (SD 5.70). They had a mean 
duration of 12.19 years (SD 6.68) of alcohol dependence. Majority of patients did not 
have any psychiatric comorbidity. Of the patients who had psychiatric morbidity, 
psychosis and other substance use formed the major disorders. Only 25% of patients 
had comorbid medical problems. Most of the patients were treated as outpatients. 
However, 72% of them never had any past treatment for alcohol dependence. Almost 
all the patients seen had consumed alcohol in the last 30 days and most of them had 
taken alcohol to the point of intoxication more than 15 days in the last month. 19.5% 
of the patients had an episode of delirium tremens for which they had to seek medical 
help. Comorbid nicotine dependence was present in 23.6 % of all patients. 
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Table 2b: Addiction Severity Index Scores- Composite scores and Interviewer rated 
mean scores 
Variable Mean Median SD 
Composite Medical 
ASI 
0.11 0.00 0.24 
Composite 
Employment/Support 
ASI 
0.42 0.29 0.28 
Composite Alcohol 
ASI 
0.67 0.7! 0.17 
Composite Drug ASI 0.01 0.00 0.06 
Composite Legal ASI 0.41 0.00 0.14 
Composite 
Family/Social ASI 
0.31 0.30 0.23 
Composite 
Psychiatric ASI 
0.13 0.00 0.24 
Mean Medical Status 
Interviewer rating 
ASI 
1.11 0.00 2.26 
Mean 
Employment/Support 
Status Interviewer 
rating ASI 
2.74 2.00 2.76 
Mean Alcohol Status 
Interviewer rating 
ASI 
6.46 7.00 1.83 
Mean Drug Status 
Interviewer rating 
ASI 
0.11 0.00 0.94 
Mean Legal Status 
Interviewer rating 
ASI 
0.58 0.00 1.82 
Mean Family/Social 
Status Interviewer 
rating ASI 
2.79 3.00 2.04 
Mean Psychiatric 
Status Interviewer 
rating ASI 
1.42 0.00 2.55 
All patients were interviewed to rate on the Addiction Severity Index which has both 
composite scores as well as Interviewer rated scores for each subdomain. The mean, 
median and standard deviation for each of these scores are depicted in Table 2b. All 
the scores had a non-parametric distribution. 
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Table 2c: Correlation of ASI means and composite scores 
Variable Mean 
Scores 
(means) 
Composite 
scores 
(means) 
Spearmans 
rho 
p value 
Medical ASI 1.11 0.12 0.99 0.000 
Employment/Support 
ASI 
2.74 0.42 0.71 0.000 
Alcohol ASI 6.46 0.68 0.79 0.000 
Drug ASI 0.11 0.01 0.57 0.000 
Legal ASI 0.58 0.41 0.94 0.000 
Family/Social ASI 2.79 0.311 0.83 0.000 
Composite 
Psychiatric ASI 
1.42 0.13 0.98 0.000 
p value taken significant at <0.05 
There was significant correlation between the interviewer rated means and the 
composite scores for all subdomains 
 
Figure 1: The distribution of means scores and composite scores of ASI 
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5.3 CHILD DEMOGRAPHICS 
Table 3: Sociodemographic characteristics of children of patients with alcohol 
dependence 
Variable Mean Standard Deviation 
Age of Child (years) 11.69 3.56 
Variable Frequency (n) Percentage (%) 
Gender of child 
Male 
Female 
 
41 
31 
 
56.9 
43.1 
Birth Order 
1 
2 
3 
 
40 
24 
8 
 
55.6 
33.3 
11.1 
Child Education 
Primary School (1-4) 
Middle School (5-7) 
High School (8-10) 
Intermediate (11 & 12) 
 
25 
15 
23 
9 
 
34.7 
20.8 
31.9 
12.5 
 
The mean age of children was 11.69 (SD 3.56) and the study population had more 
boys than girls. Majority of them selected by random selection were the first born in 
their family. Their educational status was fairly equally distributed among primary 
middle, high school and intermediate levels. Majority of them had psychiatric 
illnesses in their extended family, dominated by substance use, followed by psychotic 
illnesses. 
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5.4 MOTHER AND FAMILY RELATED VARIABLES 
Table 4: Characteristics of the mothers of children in study 
Variable Mean Standard Deviation 
Mother’s Age (years) 34.07 5.30 
Period of time Mother currently 
staying with Child (years) 
11.57 3.53 
 Frequency 
(n) 
Percentage (%) 
Mother’s Education 
Illiterate 
Primary School 
Middle School 
High School 
Intermediate or Post-High School 
Graduate or Post-graduate 
 
5 
12 
20 
23 
7 
5 
 
6.9 
16.7 
27.8 
31.9 
9.7 
6.9 
Mother’s Occupation 
Unemployed/Homemaker 
Unskilled worker 
Semi-skilled worker 
Skilled worker 
Clerical, Shop owner, Farmer 
Semi-profession 
Profession 
 
36 
15 
8 
5 
4 
1 
3 
 
50.0 
20.8 
11.1 
6.9 
5.6 
1.4 
4.2 
Type of family 
Joint 
Nuclear 
Extended 
 
12 
39 
21 
 
16.7 
54.2 
29.2 
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Number of Children 
1 
2 
3 
4 
 
4 
47 
20 
1 
 
5.6 
65.3 
27.8 
1.4 
Psychiatric Morbidity in extended 
family 
Present 
Absent 
 
40 
32 
 
55.6 
44.4 
Group of Psychiatric illness in 
family 
Psychosis 
Substance Use 
 
4 
36 
 
10.0 
90.0 
 
The mean age of the mothers was 34.07 (SD 5.30). On an average they had stayed 
11.57 years (SD 3.53) with the child. Majority of the mothers were educated up to 
middle or high school. Half of them were either unemployed or homemakers.  
Majority of families were nuclear and consisted of 2 children. There was psychiatric 
morbidity noted in more than half of the extended family, with the most common 
comorbidity being substance use. 
 
 
 
 
 
 5.5. ASSESSMENT OF FAMILY FUNCTIONING
Family functioning was assessed using McMaster’s Family Assessment Device 
(MFAD). It is a 60 item self
aspects of family relationships based on McMaster model of family functioning. The 
rating is done on a Likert scale from 1 to 4. The FAD general functioning scale was 
scored and a score of 2.00 or above indic
higher the score, the more problematic the family member perceives the family's 
overall functioning. Mean, median and standard deviation are described.
Table 5a: FAD General Functioning Score
Variable 
FAD General Functioning 
Score 
 
Figure 2: Distribution of General Functioning Scores in the study population
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-report questionnaire aimed at evaluating a number of 
ates problematic family functioning. The 
 
Mean Median Standard Deviation
2.43 2.30 
 
 
0.79 
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Table5b: 
FAD General Functioning Score Number (n) Percentage (%) 
Problematic family functioning 
(G F Score ≥2.00) 
47 65.3 
Non-problematic family 
functioning (G F Score <2.00 
25 35.7 
 
Almost 2/3rd of the study population had problematic family functioning as rated by 
the general functioning score. 
 
 
 
Figure 3: Pie Chart showing proportion of problematic and non-problematic family 
functioning in study population 
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5.6 PSYCHOPATHOLOGY IN CHILDREN IN SAMPLE POPULATION 
Child psychopathology was assessed by using Child Behaviour Checklist (CBCL) for 
children aged from 6 to 18. 
Table 6: CBCL domains and Psychopathology 
CBCL Domain Psychopathology Present 
(n/%) 
Psychopathology Absent 
(n/%) 
Anxious/Depressed 7 (9.7%) 65 (90.3%) 
Withdrawn/Depressed 8 (11.1%) 64 (88.9%) 
Somatic Complaints 1 (1.4%) 71 (98.6%) 
Social Problems 5 (6.9%) 67 (93.1%) 
Thought Problems 0 (0%) 72 (100%) 
Attention problems 3 (4.2%) 69 (95.8%) 
Rule-Breaking 
Behaviour 
6 (8.3%) 66 (91.7%) 
Aggressive Behaviour 4 (5.6%) 68 (94.4%) 
Internalizing 
Problem 
8 (11.1%) 64 (88.9%) 
Externalizing 
problem 
6 (8.3%) 66 (91.7%) 
Total Problem 
Behaviour 
10 (13.9%) 62 (86.1%) 
 
The children of alcoholics predominantly showed psychopathology in the subdomains 
of anxious/depressed, social problems, rule-breaking behaviour and aggressive 
behaviour. 11.1 % of children had clinically significant internalizing behavioural 
problems and 8.3 % of children had externalizing behavioural problems. 13.9% of 
children had clinically significant overall problem behaviours. There were no children 
with substance abuse in the sample as noted by specific questions in this regard on the 
CBCL.  
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5.7 ACCEPTABILITY OF DATA FOR PARAMETRIC ANALYSIS 
The acceptability of the continuous variables for parametric analysis was initially 
carried out and has been depicted in table 7. For the variables found not to have a 
normal distribution, Non – parametric analysis (Mann-Whitney U) was conducted for 
the continuous variables. 
Table 7: Frequency distribution of continuous variables 
Variable 
 
Mean 
 
Median 
 
SD 
 
Skew 
ness 
 
Standard 
error of 
skewness 
Kurtosis 
 
Standard 
error of 
kurtosis 
Age of patient in 
Years 40.14 39.00 5.70 0.750 0.283 0.880 0.559 
Monthly Family 
Income in Rs. 11986.11 10000.00 9651.67 2.409 0.283 6.299 0.559 
Distance from 
treatment centre in 
Kms 
56.9167 40.00 68.39 2.786 0.283 9.967 0.559 
Family Income 
Score 4.54 4.00 2.69 1.678 0.283 1.556 0.559 
Duration of alcohol 
dependence in years 12.19 12.00 6.68 0.007 0.283 -1.133 0.559 
Maximum period of 
abstinence in 
months 
3.04 0.00 7.75 3.035 0.283 9.094 0.559 
Age of Child 11.69 11.50 3.56 0.152 0.283 -1.326 0.559 
Age of mother 34.07 34.00 5.30 1.026 0.283 2.264 0.559 
Period of time 
mother Staying with 
child 
11.57 11.00 3.53 0.220 0.283 -1.278 0.559 
p value taken as significant for <0.05 
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5.8 COMPARATIVE ANALYSIS 
The dependent variable in our study was Psychopathology as assessed by Child 
Behaviour Check List (CBCL). Comparative analysis was done with the Total CBCL 
clinical and non-clinical groups with the following variables. 
1. Socio-demographic variables of patient, mother and family, and child variables 
2. Alcohol related variables 
3. Family functioning 
 
Sociodemographic variables of patient 
Table 8a: Comparison of categorical sociodemographic variables of patient with 
Clinical and Non-clinical groups of child psychopathology (CBCL) 
Variables CBCL Total Clinical  
Clinical Non clinical P value 
N % N % 
Religion 
Hindu 
 
9 
 
90.0 
 
49 
 
79.0 
 
Christian 1 10.0 10 16.1 0.662 
Muslim 0 0 3 4.8  
Mother Tongue 
Tamil 
 
8 
 
80.0 
 
54 
 
87.1 
 
Hindi 0 0 1 1.6 0.160 
Telugu 1 10.0 6 9.7  
Saurashtra 1 10.0 0 0  
Urdu 0 0 1 1.6  
State 
Tamil Nadu 
 
10 
 
100 
 
56 
 
90.3 
 
Andhra Pradesh 0 0 6 9.7 0.304 
District 
Within Vellore District 
 
6 
 
60.0 
 
38 
 
61.3 
 
Outside Vellore District 4 40.0 24 38.7 0.938 
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Patient Education 
Illiterate 
 
0 
 
0 
 
5 8.1 
 
Primary School 0 0 4 6.5  
Middle School 6 60.0 20 32.3 0.409 
High School 3 30.0 19 30.6  
Intermediate or Post High 
School Diploma 1 10.0 4 6.5 
 
Graduate or Post Graduate 0 0 10 16.1  
Patient Occupation 
Unskilled Worker 
 
1 
 
10.0 
 
16 
 
25.8 
 
Semi-Skilled Worker 2 20.0 4 6.5  
Skilled Worker 5 50.0 22 35.5 0.490 
Clerical, Shop Owner, Farmer 2 20.0 13 21.0  
Semi-Profession 0 0 1 1.6  
Profession 0 0 6 9.7  
Patient Psychiatric Morbidity 
 
Morbidity present 
 
 
7 
 
 
70.0 
 
 
23 
 
 
37.1 
 
 
0.050 
Morbidity absent 3 30.0 39 62.9  
Patient medical comorbidity 
Present 
 
3 
 
30.0 
 
15 
 
24.2 
 
0.694 
Absent 7 70.0 47 75.8  
p value taken as significant for <0.05 
For the sociodemographic variables of patients with alcohol dependence, the presence 
of psychiatric morbidity in patient was found to be associated with child 
psychopathology (p value 0.050). There were 2 patients with mood disorders, 4 
patients with psychosis and 1 patient with comorbid other substance use in the group 
of patients with alcohol dependence who had a child with psychopathology. Since the 
numbers of each of the individual psychiatric disorders was small, further analysis 
was not done. 
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Table 8b: Comparison of categorical sociodemographic variables of mother, family 
and child with Clinical and Non-clinical groups of child psychopathology (CBCL) 
Variables CBCL Total Clinical  
Clinical Non clinical P value 
 
N % N %  
Mother’s Education 
Illiterate 
 
0 
 
0 
 
5 
 
8.1 
 
Primary School 2 20 10 16.1  
Middle School 2 20 18 29.0 0.680 
High School 5 50 18 29.0  
Intermediate or Post High 
School Diploma 1 10 6 9.7 
 
Graduate or Post Graduate 0 0 5 8.1  
Mother’s Occupation 
Unemployed 
 
8 
 
80 
 
28 
 
45.2 
 
Unskilled worker 1 10 14 22.6  
Semi-skilled Worker 0 0 8 12.9 0.435 
Skilled Worker 0 0 5 8.1  
Clerical, Shop Owner, Farmer 1 10 3 4.8  
Semi-Profession 0 0 1 1.6  
Profession 0 0 3 4.8  
Type of family 
Joint 
Nuclear 
Extended 
 
3 
3 
4 
 
30 
30 
40 
 
9 
36 
17 
 
14.5 
58.1 
27.4 
 
0.228 
 
Family psychiatric morbidity 
Present 
Absent 
 
5 
5 
 
50 
50 
 
35 
27 
 
56.5 
43.5 
 
0.703 
 
Group of psychiatric illness in 
family 
Psychosis 
Substance Use 
 
1 
4 
 
20 
80 
 
3 
32 
 
8.6 
91.4 
 
0.426 
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Socio-Economic Status 
Upper 
Upper Middle 
Middle/Lower Middle 
Lower/ Upper Lower 
 
0 
1 
6 
3 
 
0 
10 
60 
30 
 
2 
12 
21 
27 
 
3.2 
19.4 
33.9 
43.5 
0.442 
 
Family Income 
Rs. 1866-4446 
 
1 
 
10 
 
7 
 
11.3 
 
Rs. 5547-9248 4 40 23 37.1  
Rs. 9249-13873 3 30 16 25.8 0.772 
Rs. 13874-18497 2 20 6 9.7  
Rs. 18498-36996 0 0 7 11.3  
>/= Rs.36997 0 0 3 4.8  
Gender of Child 
Male 
Female 
 
6 
4 
 
60 
40 
 
35 
27 
 
56.5 
43.5 
 
0.833 
 
 
Child education 
Primary (1-4) 
Middle (5-7) 
High School (8 -10) 
Intermediate (11 & 12) 
 
 
5 
1 
3 
1 
 
 
50 
10 
30 
10 
 
 
20 
14 
20 
8 
 
 
32.3 
22.6 
32.3 
12.9 
 
 
0.681 
 
 
p value taken as significant for <0.05 
For the sociodemographic variables of mother, family and child compared with 
clinically significant psychopathology in CBCL, there were no significant variables. 
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Table 8c: Comparison of continuous sociodemographic variables of patient, mother 
and family with Clinical and Non-clinical groups of child psychopathology (CBCL) 
Variables CBCL Total Clinical p value 
Clinical Non clinical 
Mean 
Standard 
Deviation Mean 
Standard 
Deviation 
Age of patient in years 41.40 5.91 39.94 5.69 0.455 
Monthly Family Income 
in Rs. 9300 3622.46 12419 10252.63 0.347 
Family Size 7 2 5 2 0.017* 
Duration of Alcohol 
Dependence in years 14.80 5.88 11.77 6.75 0.156* 
Age of Child in years 11.1 3.7 11.8 3.6 0.573 
Age of Mother in years 35.00 3.92 33.92 5.50 0.554 
Period of time mother 
currently staying with 
child in years 
11.00 3.77 11.66 3.52 0.586 
Note: * sign, p value given using non-parametric Mann Whitney U test 
p value taken as significant for <0.05 
For the continuous sociodemographic variables of the patient, child and mother, there 
was significant association found between family size and child psychopathology. No 
other variable was found to be significant with child psychopathology. 
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Alcohol related variables (ASI) 
Table 9a: Comparison of mean ASI scores with Clinical and Non-clinical groups of 
child psychopathology (CBCL) 
Variable Clinical 
(mean 
rank) 
Non-
Clinical 
(mean 
rank) 
U statistic  
p value 
Mean Medical Status 
Interviewer rating ASI 
0.70 1.18 295.00 0.737 
Mean 
Employment/Support 
Status Interviewer rating 
ASI 
3.70 2.58 250.00 0.315 
Mean Alcohol Status 
Interviewer rating ASI 
7.20 6.34 214.500 0.112 
Mean Drug Status 
Interviewer rating ASI 
0.00 0.13 305.00 0.688 
Mean Legal Status 
Interviewer rating ASI 
0.30 0.63 304.000 0.858 
Mean Family/Social Status 
Interviewer rating ASI 
4.50 2.52 144.500 0.006 
Mean Psychiatric Status 
Interviewer rating ASI 
3.50 1.08 159.000 0.002 
p value taken as significant for <0.05 
 
The interviewer rated mean values of ASI domains showed significant association 
with child psychopathology in Family/social and Psychiatric domains. Other variables 
were not found to be significant with child psychopathology. 
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Table 9b: Comparison of composite ASI scores with Clinical and Non-clinical groups 
of child psychopathology (CBCL) 
 
 
Clinical 
(mean 
rank) 
Non-
Clinical 
(mean 
rank) 
U statistic p value 
Composite Medical ASI 0.0580 0.1263 290.000 0.654 
Composite 
Employment/Support ASI 0.5332 0.4032 236.500 0.229 
Composite Alcohol ASI 0.7693 0.6599 148.500 0.008 
Composite Drug ASI 0.0400 0.0055 288.000 0.301 
Composite Legal ASI 0.0000 0.0477 275.000 0.268 
Composite Family/Social 
ASI 0.4730 0.2850 166.500 0.019 
Composite Psychiatric ASI 0.3406 0.1009 152.500 0.001 
p value taken as significant for <0.05 
 
There was significant association of clinical cases of child psychopathology in 
composite scores of ASI in Alcohol, Family/social and Psychiatric domains. No other 
variables were found to be significant with child psychopathology. 
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Family Functioning assessed by MFAD 
A comparative analysis was done for Total CBCL clinical and non-clinical groups 
with the FAD problematic and non-problematic family functioning groups. 
Table 10: Total CBCL clinical and non-clinical groups with the FAD problematic and 
non-problematic family functioning groups 
Variable Problematic 
Family 
Functioning 
Absent 
Problematic Family 
Functioning Present 
Χ
2 p 
n n   
Total CBCL 
Clinical 
Non-Clinical 
 
0 
25 
 
10 
37 
 
6.177 
 
0.013 
p value taken as significant for <0.05 
Problematic family functioning was seen in 10 cases with child psychopathology. Chi-
square test showed value of 6.177 which had a significant p value at 0.013.
 
Figure 3: Distribution of cases with problematic family functioning and non-
problematic family functioning 
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5.8 UNIVARIATE LOGISTIC REGRESSION ANALYSIS 
Table 11 Univariate logistic regression analysis for factors significant on comparative 
analysis associated with child psychopathology 
p value taken as significant for <0.05 
Variable 
OR 
95% CI for OR 
p-value  Lower Upper 
Family size 1.23 0.96 1.57 0.106 
Paternal psychiatric morbidity 3.96 0.93 16.82 0.063 
Composite Alcohol ASI 262.8 0.65 107177 0.06 
Composite Family/Social ASI 39.42 1.65 940.8 0.023 
Composite Psychiatric ASI 33.04 2.66 409.39 0.006 
     
Mean Alcohol ASI 1.37 0.87 2.17 0.175 
Mean Family/Social ASI 1.64 1.13 2.38 0.010 
Mean Psychiatric ASI 1.35 1.07 1.70 0.010 
FAD score 33.78 2.29 499.40 0.01 
Constant added in equation 
The variables which were found to be significant in the initial comparative analysis 
were analysed further using logistic regression. In the univariate logistic regression, 
we found that the mean ASI scores for Psychiatric domain and Family/Social 
continued to show significant associations with child psychopathology, with an 
estimated one and a half times higher chance of child psychopathology if these 
domains were more affected. While the similar ASI composite scores and FAD 
showed extremely high odds ratio which appeared significant, based on the extreme 
rates and wide confidence intervals, this was most likely explained by the inadequate 
sample size of cases and score variance ranging from zero to one. In view of this, a 
further multivariate regression was not attempted. The other variables like family size 
lost their significance.  
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6. DISCUSSION 
The study aimed to look into the prevalence of psychopathology in children of 
alcoholic patients. It also aimed to assess the family functioning in families of alcohol 
dependent patients. Various factors associated with child psychopathology and how 
sociodemographic factors, substance abuse related factors and family functioning in 
these families were assessed. The findings of the study will be discussed under the 
headings of sociodemographic characteristics, child psychopathology and associated 
sociodemographic factors, child psychopathology and addiction related factors and 
finally association of child psychopathology and family functioning. 
6.1 Sociodemographic and clinical characteristics  
As the participants were selected from the psychiatry department of a tertiary referral 
hospital. The religious, language and state-wise distribution of the sample was 
representative of the population presenting to this centre. All patients were married 
gentlemen with at least one child who was between 6-18 years of age, as defined by 
the inclusion criteria of the study. Majority of them came from lower/upper-lower or 
Middle/lower-middle socioeconomic status. The mean age of alcoholic patients was 
40.14 years (SD 5.70) and the mean duration of alcohol dependence was 12.19 years 
(SD 6.68).  41 percent of patients had comorbid psychiatric morbidity. Of the patients 
with psychiatric morbidity 40 % had psychosis, 40% had other substance use and 6.7 
percent had mood disorder. The overall prevalence of psychiatric morbidity and 
specific types of morbidity appeared lower than that found in other studies. 
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Comparing with similar studies, Ross et al looked into lifetime and current psychiatric 
comorbidity in 501alcoholic patients an addiction research and treatment facility and 
found them to be 78% and 65 % respectively (109). Penick et al found a lifetime 
prevalence of 62% psychiatric comorbidity in male alcoholics under treatment in a 
medical centre. 36% had depression, antisocial personality in 24%, other substance 
uses and mania both at 17% (110). In India, Vohra et al evaluated alcoholics in a 
tertiary care centre and found a prevalence of 76% of comorbidity. Of the cases, 
52.1% had major depression, 58.3% had cluster B personality disorder and 21.7% had 
alcohol induced psychosis (40). Singh et al conducted a case control study of 100 
alcoholics and reported 92% prevalence of comorbidity. Depression was present in 
26% followed by ASPD in 21% and phobia in 16% (41). In 2010, Kumar et al 
reported a prevalence of 64.8% which included other psychoactive substance abuse 
(54.2%); mood disorder (50.0%); anxiety disorder (45.8%); and psychotic disorder 
(25. 0%).The difference in prevalence rates in our study could possibly be attributed 
to the inclusion criteria for married men with children. 
25 % of patients in our study had medical comorbidities in contrast to 65% prevalence 
found by Chandini and Mathai in a group of alcoholics admitted as inpatient in a 
deaddiction centre in a tertiary hospital(111). 
84% of patients were treated as outpatients and 15% were treated as inpatients. 
Majority of the patients (72%) never had any past treatment for alcohol dependence. 
All patients except one seen in the study had alcohol use in the last 30 days. 94% of 
them consumed alcohol till intoxication in more than 15 days in the last one month. 14 
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out of 72 patients (19.5%) had experienced at least one episode of Delirium Tremens 
for which they had to seek medical help. Almost 1/4th of patients (23.6%) had 
comorbid nicotine dependence. 
The severity of substance dependence in the patient was assessed using Addiction 
Severity Index. The scores revealed high values on the alcohol, employment/support 
and family/ social domains and comparatively lower scores on the medical drug and 
legal domains which reflected the prevalent patterns of substance use domains in the 
population under study. Rathod et al analysed alcohol use severity using AUDIT in a 
population based cross sectional study and found that having at least one child, high-
quality housing, urban residence, suicidal ideation, tobacco use and disability were all 
positively associated with AUDIT scores, whereas land ownership, out-of-pocket 
healthcare expenditure and participation in the national employment programme were 
negatively associated with AUDIT scores (112). 
The children of alcoholic patients were almost equally distributed with 56.9% males 
and 43.1% females. Their mean age was 11.69 (SD 3.56) All children were attending 
school and were distributed majorly in primary 934.7%) or high school classes (31. 
9%).The mean age of mothers of COAs was 34.07 (SD). 50% of them were either 
unemployed or homemakers. 
Most families (54.2%) were nuclear and had mostly 2 children (65.3%). Most families 
(55.6%) had psychiatric morbidity in their extended family. Comorbid substance use 
was the most prevalent problem (90%) in their family, predominantly Alcohol 
dependence in paternal and maternal grandfathers. Sarkar et al showed comparable 
87 
 
figures of prevalence (73.26%) of family history of alcohol dependence in patients 
having alcohol-related disorders attending the de-addiction center at a tertiary centre 
(113). However in a study done on substance abusers attending de-addiction center 
only 26.1% gave family history of substance use in family members (114). Johnson et 
al described a family history prevalence of 61.5% in patients with alcohol-related 
problems admitted in an urban teaching hospital. They also found that family history 
density and severity of alcoholism were positively correlated (115). 
6.2 Prevalence of psychopathology in children of alcoholics. 
Child psychopathology was assessed using Child Behaviour Checklist (CBCL). The 
total prevalence of problem behaviours which were clinically significant in the study 
population was 13.9%. The prevalence rate of psychopathology in children and 
adolescents has been found to range between 1% to nearly 51% with an estimated 
mean prevalence of 15.8% (116). While the prevalence of psychopathology in COAs 
in our study was comparable to this, there was limited research available comparing 
overall prevalence rates of psychopathology in COAs. However, most studies have 
addressed specific types of child psychopathology in these patients. 11.1% of children 
in our study were found to have clinically significant Internalizing disorder and 8.3% 
had Externalizing disorder. These children predominantly showed psychopathology in 
domains of anxious/depressed (9.7%), withdrawn/depressed (11.1%), rule-breaking-
behaviour (8.3%), somatic complaints (1.4%), attention problems (4.2%), social 
problem (6.9%) and aggressive behaviour (5.6%). This result is comparable to the 
findings by Christensen and Bilenberg in Danish children of alcoholics, where they 
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found that COAs demonstrated higher risk of having clinically significant scores on 
depression, internalizing and social deviance.  Overall the subjects scored higher on 
symptoms on 17 out of the 118 items on CBCL (93). This is also comparable to the 
study by Narang eta al who found significantly higher conduct disorder, physical 
illness with emotional problems, anxiety, somatization in COAs (117). Silva et al also 
found significant hyperactivity, impulsivity, inattention, conduct, oppositional defiant 
disorder (ODD), attention-deficit hyperactivity disorder (ADHD), and total 
externalizing symptoms score in COAs (118). Raman et al also looked in to 
psychopathology of children of alcoholic parents. However, they found that the 
children had higher externalizing than internalizing scores (119). Our study failed to 
find any children with substance abuse in this population. This is in contrast to many 
other studies which have found a strong link between development of substance abuse 
in COAs with risks being 2 to 10 fold higher than in non-COAs (2,83). The absence of 
substance abuse in the COAs in our study is probably explained by the age group in 
the sample (mean = 11.69) and the likelihood of substance abuse emerging at later 
ages.  
6.3. Family dysfunction in the sample population 
As per the family functioning assessment done by McMaster FAD, the General 
functioning domain had a mean score of 2.432 with a SD of 0.7970.  65 percent of the 
families in this study rated high on the scale with score 2.00 or above, which is 
indicative of problematic family functioning. This data shows a high prevalence of 
family dysfunction in families of alcoholics which might be a reflection of the 
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bidirectional relationship family functioning can have with both substance use 
disorders as well as child psychopathology. Jacob and Johnson reported that poor 
family functioning in alcoholics have been shown to demonstrate poorer problem-
solving abilities, both among the parents and within the family as a whole, compared 
with non-alcoholic families. These communication problems many contribute to the 
escalation of conflicts in alcoholic families (120). Liepman et al evaluated family 
functioning in male alcoholics and their female partners during periods of drinking 
and abstinence using MFAD and found that perceived family functioning to be better 
during abstinent than drinking periods. This points towards a biphasic family 
functioning, oscillating between drinking and abstinent periods (121). However, our 
study being cross-sectional in nature and most of our patients having recent significant 
alcohol abuse, could be predisposing towards high family dysfunction scores. Further 
longitudinal studies are required to further assess this aspect. 
6.4 Factors associated with psychopathology in children of alcoholics 
Comparative analysis was done with total CBCL clinical and non-clinical groups with 
the various sociodemographic variables, alcohol related variables and family 
functioning.  
Sociodemographic variables: Among the various sociodemographic variables studied 
in this sample family size was the only factor associated with child psychopathology 
in the bivariate analysis. It was noted that a larger family size had a significant 
association with a positive CBCL total score. This could be postulated by higher 
number of family members under one roof contributing to higher levels of discord. 
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Other studies which have looked into sociodemographic variables associated with 
psychopathology in COAs have found associations between child gender, child age, 
educational level of parents, lower socioeconomic status, parental age and 
unemployment (43). However, these factors were not reflected in our study 
population.  
Addiction Severity: The mean ASI score for Alcohol domain, which reflects severity 
of alcohol use, was found to be significant in the bivariate analysis in our study 
sample. In a similar study by Burns et al, who used treatment history as indicator for 
addiction severity, children of parents with higher addiction severity showed higher 
somatization scores, greater withdrawal, and greater attention problems (122). In 
contrast, Hser et al did a 10-year prospective study on substance abusing mothers, 
which used Addiction Severity Index at intake and CBCL for their children during 
follow up, and found that neither alcohol nor drug use among mothers was predictive 
of child problem behavior. However, their results suggested that children of 
substance-abusing mothers have elevated CBCL scores compared with norms, both 
boys and girls are equally affected and that maternal mental health and family 
relationship were strong predictors of children’s reported problem behaviors (123). As 
our study did not have any mothers with substance abuse in the sample, this factor 
could not be studied.  
Parental psychopathology: In our study there was a significant association between 
presence of psychopathology in the alcoholic father and a positive CBCL total score 
in the child. Comparable results have been found in similar sample populations.  As 
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noted by Merikangas et al parental history of mental disorders forms one of the most, 
consistent and powerful risk factors for the development of mental disorders in 
children (43). This is also substantiated with the results from the WHO World Mental 
Health Surveys which showed that parents having comorbid disorder had association 
with disorders in children. They reported that the population-attributable risk 
proportions for parent disorders were 12.4% across all disorders in children.  This was 
consistently higher for behaviour (11.0-19.9%) than other (7.1-14.0%) disorders 
(124). The development of child psychopathology is even more highlighted in parents 
with alcoholism and comorbid mental illness (96). In our study, 70% of children who 
had clinical levels of psychopathology had psychiatric morbidity in their fathers. This 
association was found to be statistically significant (p value 0.050). In addition, the 
mean and composite scores of the psychiatric domain of the Addiction Severity Index 
were found to be significantly associated with child psychopathology in both the 
bivariate analysis and univariate logistic regression. There are various studies which 
suggest that it may not be the alcohol factors themselves but the associated comorbid 
psychiatric disorders in the alcoholic parent which contributes to child 
psychopathology. For example, Ohannessian et al measured psychological 
symptomatology and clinical diagnosis in adolescents with alcoholic parents with and 
without comorbid drug use/psychopathology. They found that adolescents with 
parents with only alcohol use did not show higher psychopathology than children of 
parents with no psychopathology. However, those who had parents with alcoholism 
along with drug use or depression showed higher psychopathology. When all three 
were present the risk of psychopathology was highest (96). In our study also, while the 
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alcohol severity domain in the ASI failed to show significant association with child 
psychopathology in the univariate logistic regression, the presence of 
psychopathology in the father with alcohol dependence as assessed on the ASI 
psychiatric domain continued to have a significant association. Other studies have also 
shown the higher prevalence of childhood substance abuse with parental alcohol 
dependence (94).  Our study did not find an association between comorbid substance 
abuse in the father and child psychopathology. This is in contrast to other studies 
which have shown that adolescents who had parents diagnosed with alcohol 
dependence, depression, and addiction to other drugs, had higher risk of 
psychopathology (96). This is likely explained by the extremely low prevalence of 
comorbid drug dependence in our study sample (1.38%). 
Family functioning: In our study sample the comparative analysis done between 
child psychopathology and family functioning showed significant association. In the 
General Functioning Score of the McMaster Family Assessment Device, problematic 
family functioning (≥ 2.00) was seen in all 10 cases with child psychopathology which 
was found to be statistically significant (p value 0.013). The family/social domain of 
the ASI was also found to be associated with child psychopathology in both the 
bivariate and univariate logistic regression analysis done,with an estimated one and a 
half times higher chance of child psychopathology if this domain was affected. 
Multiple studies have similarly emphasized the association of family dysfunction in 
alcoholics and the development of child psychopathology (91). Alcoholism 
significantly affects family homeostasis and family functioning and leads to altered 
patterns of parenting and marital conflict (120). Leonard et al discusses in their review 
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about how marital conflict moderates the relationship between alcohol use and child 
psychopathology (125). While our study found an association as noted, a multivariate 
analysis could not be carried out to study the strength of this association due to 
limitations of our sample size.  
While various studies have looked into child, parent, family and suprasystem variables 
associated with psychiatric illnesses in children of alcoholics, all the postulated factors 
could not be assessed due to limitations of sample size and duration of study. Despite 
the limitations, our study has shown that there are significant associations between 
specific sociodemographic, alcohol-related and family functioning variables with 
child psychopathology in patients with alcohol dependence.  
 
,  
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7. STRENGTHS AND LIMITATIONS 
There are only a limited number of studies from India which have attempted to assess 
the psychopathology in children of alcoholic patients. This study not only tried to 
examine the various sociodemographic factors affecting child psychopathology, but 
also assessed the substance-abuse related factors and family functioning in families of 
alcohol dependent patients.  
The study was conducted in a tertiary care centre which caters to a large local 
population as well as a population from neighbouring states and distant parts of India. 
The sample consisted of a fairly diverse demographic background consisting of 
different socioeconomic, language and cultural backgrounds. The study aimed at 
looking into many sociodemographic factors of this representative population, which 
would not be possible in many places.  
Nonetheless, this study has its own limitations. One of the first limitations was the 
cross sectional study design. Child psychopathology, alcoholism and family 
functioning are dynamic concepts which change over time. Therefore, a cross-
sectional design of study may not be able to pick up the true nature of all the variables 
which were studied and causal assumptions cannot be made. 
Secondly, the calculated sample size for the study was 110. But only a sample of 72 
could be reached during the time of analysis. This could therefore limit the scope of 
statistical analysis, as they were not powered enough to show statistical differences, as 
seen in the univariate logistic regression for specific variables in the analysis. A 
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multivariate analysis also could therefore not be done, which may have been possible 
if the prevalence of cases and total sample size had been larger.   
Another limitation was that all the data except for alcohol-related clinical variables 
were collected by the primary investigator, which could result in possible interviewer 
bias. However, in order to overcome this, the data were collected in the following 
order: At first the Sociodemographic and clinical data sheet was applied, followed by 
the Modified Kuppuswamy Scale, then the Child Behavior Checklist(CBCL), 
followed by McMaster Family assessment device and then the Addiction Severity 
Index. In addition, the determination of ‘caseness’ as assessed on the CBCL, was 
assessed independently after the data was collected and prior to analysis. 
The CBCL interview and family functioning assessment was given by the mother. Our 
study is limited in assessing child psychopathology as a structured diagnostic clinical 
interview of the child was not done. The family assessment was made with 
information provided from only one family member which can affect the reliability 
and validity of the assessment scale. 
Finally, as the study was done in a tertiary care centre, the results of our study may not 
be generalized in the community or to primary care facilities where patients with 
alcohol dependence usually have first contact and are treated.  
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8. SUMMARY AND CONCLUSIONS 
This study was a cross-sectional observational study aimed at assessing the 
psychopathology of children of alcoholic patients receiving care from the department 
of Psychiatry in a tertiary care hospital. It also aimed at assessing the patient, child, 
mother and family related predictive factors of child psychopathology. The study also 
aimed at assessing the family functioning in families of alcoholic patients. 
Initially, clearance from the Institutional Review Board and the ethics committee was 
obtained. Following this cases were recruited after obtaining consent from family 
members and assent from the child. 72 patients with alcohol dependence syndrome 
along with their spouse and child were recruited during the study period of 5 months. 
All data were collected by the primary investigator, except for the alcohol-related 
clinical variables which were collected by an independent assessor. The sources of 
information were, the father with alcohol dependence syndrome, mother of the child 
and occasionally the child.  The patients were diagnosed as having Alcohol 
Dependence Syndrome by the Psychiatrists using the ICD-10 criteria. They were then 
referred to the primary investigator by the treating Psychiatrist. Inclusion and 
exclusion criteria were applied and suitable candidates were recruited for the study 
after obtaining the consent from the parents and assent from the child when feasible. 
To reduce bias, the data were collected in the following order: At first the 
Sociodemographic and clinical data sheet was applied, followed by the Modified 
Kuppuswamy Scale to assess the socioeconomic status, then the Child Behavior 
Checklist(CBCL) to assess child psychopathology, followed by McMaster Family 
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assessment device to assess family functioning and then the Addiction Severity Index 
to assess the substance abuse related variables.  
Most patients (80.6%) came from a Hindu background and majority of them (86.1%) 
were from Tamil-speaking families. 91.7% of patients in the study were from Tamil 
Nadu and the rest were from Andhra Pradesh, most of them from within Vellore 
district (61.1%). Patients were mostly educated up to middle school or high school 
and were predominantly skilled workers, clerical job holders, shop owners or farmers. 
The largest group of patients were from a Lower/Upper lower socioeconomic status 
family followed by Middle/Lower-middle socioeconomic status. The mean age of 
patients in the sample was 40.14 (SD 5.70). They had a mean duration of 12.19 years 
(SD 6.68) of alcohol dependence. Majority of patients did not have any psychiatric 
comorbidity. Of the patients who had psychiatric morbidity, psychosis and other 
substance use formed the major disorders. Only 25% of patients had comorbid 
medical problems. Most of the patients were treated as outpatients. However, 72% of 
them never had any past treatment for alcohol dependence. Almost all the patients 
seen had consumed alcohol in the last 30 days and most of them had taken alcohol to 
the point of intoxication more than 15 days in the last month. 19.5% of the patients 
had an episode of delirium tremens for which they had to seek medical help. 
Comorbid nicotine dependence was present in 23.6 % of all patients. All patients were 
interviewed to rate on the Addiction Severity Index which has both composite scores 
as well as Interviewer rated scores for each subdomain. There was significant 
correlation between the interviewer rated means and the composite scores for all 
subdomains 
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The mean age of children was 11.69 (SD 3.56) and the study population had more 
boys than girls. Majority of them selected by random selection were the first born in 
their family. Their educational status was fairly equally distributed among primary 
middle, high school and intermediate levels. Majority of them had psychiatric 
illnesses in their extended family, dominated by substance use, followed by psychotic 
illnesses. The mean age of the mothers was 34.07 (SD 5.30). On an average they had 
stayed 11.57 years (SD 3.53) with the child. Majority of the mothers were educated up 
to middle or high school. Half of them were either unemployed or homemakers. The 
mean family income was around Rs. 12,000 and most families were from 
lower/upper-lower or middle/lower-middle socio-economic status. Majority of 
families were nuclear and consisted of 2 children. 
Family functioning was assessed using McMaster’s Family Assessment Device 
(MFAD). The FAD general functioning scale was scored and a score of 2.00 or above 
indicates problematic family functioning. The higher the score, the more problematic 
the family's overall functioning. Almost 2/3rd of the study population had problematic 
family functioning as rated by the general functioning score. 
Child psychopathology was assessed by using Child Behaviour Checklist (CBCL) for 
children aged from 6 to 18. The children of alcoholics predominantly showed 
psychopathology in the subdomains of anxious/depressed, social problems, rule-
breaking behaviour and aggressive behaviour. 11.1 % of children had clinically 
significant internalizing behavioural problems and 8.3 % of children had externalizing 
behavioural problems. The prevalence of children having clinically significant overall 
psychopathology was 13.9%. 
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The dependent variable in our study was Psychopathology as assessed by Child 
Behaviour Check List (CBCL). Comparative analysis was done with the Total CBCL 
clinical and non-clinical groups with the socio-demographic variables of patient, 
mother, family and child, alcohol related variables and family functioning. 
For the clinical variables of patients with alcohol dependence, the presence of 
psychiatric morbidity in the father was found to be associated with child 
psychopathology (p value 0.05). There were 2 patients with mood disorders, 4 with 
psychosis and 1 with comorbid other substance use in the group of patients with 
alcohol dependence who had a child with psychopathology. Since the numbers of each 
of the individual psychiatric disorders was small, further analysis was not done. 
However, for the sociodemographic variables of mother, family and child compared 
with clinically significant psychopathology in CBCL, there were no significant 
variablesexcept for a significant association found between family size and child 
psychopathology (p value 0.02). 
In the assessment of substance abuse related variables with child psychopathology, the 
interviewer rated mean values of ASI domains showed significant association with 
child psychopathology in the mean Family/social (p value 0.006) and Psychiatric 
domains (p value 0.002). There was significant association between clinical cases of 
child psychopathology and the composite scores of ASI in Alcohol (p value 0.008), 
Family/social (p value 0.019) and Psychiatric domains (p value 0.001) in the bivariate 
analysis. 
In the comparative analysis done for Total CBCL clinical and non-clinical groups with 
the FAD problematic and non-problematic family functioning groups, problematic 
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family functioning was seen in 10 cases with child psychopathology. Chi-square test 
showed value of 6.177 which had a significant p value at 0.013. 
The variables which were found to be significant in the initial comparative analysis 
were analysed further using logistic regression. In the univariate logistic regression, 
we found that the mean ASI score for psychiatric domain and Family/social continued 
to show significant association with child psychopathology.  
As a final point, it may be concluded that psychopathology is seen in children of 
alcoholic patients and it is significantly associated with specific socio-demographic 
and substance abuse related factors in families of patients with alcohol dependence. It 
can also be said that there is poorer family functioning in families of alcoholic 
patients. Subsequently, there is significant family dysfunction in the children with 
psychopathology in these families. There is lack of studies in this region on various 
factors associated with psychopathology and family functioning in children of 
alcoholics. Further longitudinal studies are required in this field. 
Recommendations and future directions 
Our study has demonstrated the high prevalence of psychopathology in children of 
alcoholic patients and the association of child psychopathology with psychiatric 
comorbidity in patient, family size, addiction severity domains of alcohol, 
family/social and psychiatric status as well as family functioning. It is recommended 
that patients with substance-use disorders are routinely screened for family 
dysfunction as well as psychopathology in their children. An effective referral system 
for further evaluation and management of child-related issues and family related 
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issues should be put in place. An active interaction between the adult psychiatric and 
child and adolescent mental health services is essential. During such exercise, issues 
like stigma should be kept in mind. The approach should be non-judgemental and 
empathetic. It also must be borne in mind that the patients themselves may have 
comorbid psychiatric issues which require further assessment and help. Further studies 
should consider a longitudinal design to assess long term outcomes of addiction 
severity, family functioning and child psychopathology. 
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10. ANNEXURES 
Annexure 1 
Department of Psychiatry 
Christian Medical College, Vellore 
 
Serial No:    Date of entry: 
 
Sociodemographic and Clinical Data Sheet 
 
Name:   (initials) Hospital No: 
Date of Birth:    Age:        Yrs. 
Religion:    Mother Tongue: 
Residence:    Socio-economic Status: 
Occupation:    Educationallevel: 
Marital Status:   Number of Children: 
Type of Family:   Family Size: 
Distance from treatment setting:      
 
• Patient illness related information: 
1. Duration of Alcohol Dependence: 
2. Presence of Psychiatric comorbidity: 
3. Presence of Medical comorbidity: 
4. Addiction Severity Index: 
• Child related information: 
1. Age: 
2. Gender: 
3. Birth order of child: 
4. Current educational level: 
5. Presence of previously diagnosed psychiatric problem: 
6. Any other psychiatric illness diagnosed in family: 
Paternal: 
Maternal: 
• Mother related information: 
1. Age: 
2. Educational level: 
3. Occupation: 
4. Period of time Mother currently staying with Child: 
5. Presence of previously diagnosed psychiatric illness in Mother: 
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Annexure 2 
Kuppuswamy's Socioeconomic Status Scale 
 
(A) Education Score 
1 Profession or Honours 7 
2 Graduate or post graduate 6 
3 Intermediate or post high school diploma 5 
4 High school certificate 4 
5 Middle school certificate 3 
6 Primary school certificate 2 
7 Illiterate 1 
(B) Occupation Score 
1 Profession 10 
2 Semi-Profession 6 
3 Clerical, Shop-owner, Farmer 5 
4 Skilled worker 4 
5 Semi-skilled worker 3 
6 Unskilled worker 2 
7 Unemployed 1 
(C) Monthly family income in Rs Score Modified for 1998 in Rs. 
Modified for 
2014 in Rs 
1 2000 12 13500 >=36997 
2 1000-1999 10 6750 - 13499 18498-36996 
3 750-999 6 5050 - 6749 13874-18497 
4 500-749 4 3375 - 5049 9249-13873 
5 300499 3 2025 - 3374 4447-9248 
6 101-299 2 676 - 2024 1866-4446 
7 100 1 675 <=1865 
Total Score Socioeconomic class 
26-29 Upper (l) 
16-25 Upper Middle (Il) 
11-15 Middle/Lower middle (Ill) 
5-10 Lower/Upper lower (IV) 
<5 Lower (V) 
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Annexure 3 
McMaster Family Assessment Device (FAD) (Subscales) 
Response categories: 
Strongly agree 
Agree 
Disagree 
Strongly disagree 
Problem Solving 
1. We usually act on our decisions regarding problems. 
2. After our family tries to solve a problem, we usually discuss whether it worked or 
not. 
3. We resolve most emotional upsets that come up. 
4. We confront problems involving feelings. 
5. We try to think of different ways to solve problems. 
 
Communication 
1. When someone is upset the others know why. 
2. You can't tell how a person is feeling from what they are saying. 
3. People come right out and say things instead of hinting at them. 
4. We are frank with each other. 
5. We don't talk to each other when we are angry. 
6. When we don't like what someone has done, we tell them. 
 
Roles 
1. We you ask someone to do something, you have to check that they did it. 
2. We make sure members meet their family responsibilities. 
3. Family tasks don’t get spread around enough. 
4. We have trouble meeting our bills. 
5. There’s little time to explore personal interests. 
6. We discuss who is to do household jobs. 
7. If people are asked to do something, then need reminding. 
8. We are generally dissatisfied with the family duties assigned to us. 
 
Affective Responsiveness 
1. We are reluctant to show our affection for each other. 
2. Some of us just don't respond emotionally. 
3. We don't show our love for each other. 
4. Tenderness takes second place to other things in our family. 
5. We express tenderness. 
6. We cry openly. 
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Affective Involvement 
1. If someone is in trouble, the others become too involved. 
2. You only get the interest of others when something is important to them. 
3. We are too self-centred. 
4. We get involved with each other only when something interests us. 
5. We show interest in each other only when they can get something out of it 
personally. 
6. Our family shows interest in each other only when they can get something out of 
it. 
7. Even though we mean well, we intrude too much into each other's lives. 
 
Behavior Control 
1. We don't know what to do when an emergency comes up. 
2. You can easily get away with breaking the rules. 
3. We know what to do in an emergency. 
4. We have no clear expectations about toilet habits. 
5. We have rules about hitting people. 
6. We don't hold any rules or standards. 
7. If the rules are broken, we don't know what to expect. 
8. Anything goes in our family. 
9. There are rules about dangerous situations. 
 
General Functioning 
1. Planning family activities is difficult because we misunderstand each other. 
2. In time of crisis we can turn to each other for support. 
3. We cannot talk to each other about sadness we feel. 
4. Individuals are accepted for what they are. 
5. We avoid discussing our fears and concerns. 
6. We can express feelings to each other. 
7. There are lots of bad feelings in the family. 
8. We feel accepted for what we are. 
9. Making decisions is a problem for our family. 
10. We are able to make decisions about how to solve problems. 
11. We don't get along well together. 
12. We confide in each other. 
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Annexure 4 
Child Behaviour Checklist for 6-18 years 
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 Sample of Addiction Severity Index (Contact Primary Author for Full Version)
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Annexure 5 
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Annexure 6 
Information Sheet, Informed Consent form and Child assent form - English 
CHRISTIAN MEDICAL COLLEGE, VELLORE 
 
DEPARTMENT OF PSYCHIATRY 
 
 
 
A CROSS SECTIONAL STUDY TO ASSESS PSYCHOPATHOLOGY IN CHILDREN OF PATIENTS WITH 
ALCOHOL DEPENDENCE SYNDROME AND THEIR FAMILY FUNCTIONING. 
 
[A STUDY TO ASSESS MENTAL HEALTH ISSUES IN CHILDREN OF PATIENTS WITH ALCOHOL 
DEPENDENCE SYNDROME AND THEIR FAMILY FUNCTIONING] 
 
 
 
 
INFORMATION SHEET 
 
We would like to invite you to participate in this original research project.  You should only participate if you want to; 
choosing not to take part will not disadvantage you in any way. Before you decide whether you want to take part, it is 
important for you to understand why the research is being done and what your participation will involve.  Please take time 
to read the following information carefully and discuss it with others if you wish.  Ask us if there is anything that is not 
clear or if you would like more information 
 
 
Research Aims: 
Our current knowledge suggests that Children of Alcoholics are at higher risk for mental health problems and have higher 
degree of poor family functioning. This Study aims to see the presence of psychiatric disorder in children of parents with 
Alcohol Dependence, the risk factors associated with it and the family functioning in families of alcohol dependent 
fathers. This study would help us to identify the vulnerable children for psychiatric disorders and poor family functioning 
and take necessary steps for prevention or early diagnosis and treatment for the same in future. 
 
Who Have We Asked to Participate? 
This study requires the participation of 3 family members. 
1. Patient who is diagnosed with Alcohol dependence syndrome in the out-patient department of Adult 
Psychiatry in CMC, Vellore 
2. One child of the parent diagnosed with Alcohol Dependence Syndrome, who is within 6 to 18 years of 
age. 
3. Mother of the child who has been staying with the child for at least the past 6 months. 
 
Who Must We Exclude? 
4. Children with severe sensory special sensory impairment, 
organic impairment or below moderate level of Intellectual 
Disability in child assessed clinically. 
5. Family or patient refused consent and assent 
6. Current major mental illness in mother. 
 
When and Where Will the Study Take Place? 
The study will take place in the Out-Patient Clinic of the Department of Psychiatry, CMC, Vellore 
How Long Will the Study Last? 
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The whole process may take about 60-90 minutes 
What Will You Be Asked to Do? 
You will be asked to answer questions about your child’s behaviour, his or her recent experiences of positive and negative 
life events, your child’s relationship with you, your own (and, if relevant, your partner’s) psychological well-being, 
behaviour, and substance use, and about your family situation more generally (e.g., questions about your own and, if 
relevant, your partner’s education, employment status, family income, how many children and adults live in your house, 
etc.) 
 
 
 
 
Can you withdraw from this study after it starts? 
Your participation in this study is entirely voluntary and you or your caregivers are also free to decide to withdraw 
permission to participate in this study. If you do so, this will not affect your or your relative’s usual treatment at this 
hospital in any way.  
 
What will happen if you develop any study related injury? 
As this study involves only asking questions, there is no scope for any study related injury. As part of this study, no blood 
tests or imaging techniques will be employed on you or your relative. 
 
Will you have to pay for the study? 
No, this study is absolutely free and you don’t have to pay any money to be part of this study. 
 
What happens after the study is over? 
This is a onetime interview. Immediately after the interview is over, the investigator will be able to tell whether you or 
your relative who underwent the study has any problem. The investigator will also guide you to seek further investigation 
or treatment options if you need. 
 
Will your personal details be kept confidential? 
The results of this study will be published in a medical journal but you or your relative will not be identified by name in 
any publication or presentation of results. However, your medical notes may be reviewed by people associated with the 
study, without your additional permission, should you decide to participate in this study. 
 
 
If you have any further questions, please ask Dr. Ranjit Krishnadas (Telephone no.: 0416-2284507. Mobile no- 
8220006963), email: ranjit.krishnadas@gmail.com 
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CHRISTIAN MEDICAL COLLEGE, VELLORE 
DEPARTMENT OF PSYCHIATRY 
 
A CROSS SECTIONAL STUDY TO ASSESS PSYCHOPATHOLOGY IN CHILDREN OF 
PATIENTS WITH ALCOHOL DEPENDENCE SYNDROME AND THEIR FAMILY 
FUNCTIONING. 
 
[A STUDY TO ASSESS MENTAL HEALTH ISSUES IN CHILDREN OF PATIENTS WITH 
ALCOHOL DEPENDENCE SYNDROME AND THEIR FAMILY FUNCTIONING] 
 
 
Informed consent form to participate in a research study 
 
Study Number:  
 
Subject’s Initials:     Subject’s Name: 
 
Date of Birth / Age:  
---------------------------------------------------------------------------------------------------------------- 
 
(i) I confirm that I have read and understood the information sheet dated         for the above study and 
have had the opportunity to ask questions. 
 
(ii) I understand that mine and my ward’s participation in the study is voluntary and that I am free to 
withdraw at any time, without giving any reason, without my medical care or legal rights being 
affected. 
 
(iii)I understand that the Sponsor of the clinical trial, others working on the Sponsor’s behalf, the 
Ethics Committee and the regulatory authorities will not need my permission to look at my health 
records both in respect of the current study and any further research that may be conducted in relation 
to it, even if I withdraw from the trial. I agree to this access. However, I understand that my identity 
will not be revealed in any information released to third parties or published. 
 
(iv) I agree not to restrict the use of any data or results that arise from this study provided such a use 
is only for scientific purpose(s). 
 
(v)I agree on mine and my ward’s behalf to take part in the above study. 
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Signature (or Thumb impression) of the Subject/Legally Acceptable Representative: 
 
 
 
 
 
 
 
Date: _____/_____/______ 
 
Signatory’s Name: _________________________________ 
 
 
 
Signature of the Investigator: 
 
 
 
 
 
 
Date: _____/_____/______ 
 
Study Investigator’s Name: _________________________ 
 
Signature or thumb impression of the Witness:  
 
 
 
 
 
 
Date: _____/_____/_______ 
 
Name & Address of the Witness: ______________________________ 
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CHILD ASSENT FORM 
STUDY TITLE:   
A STUDY TO ASSESS MENTAL HEALTH ISSUES IN CHILDREN OF PATIENTS WITH ALCOHOL 
DEPENDENCE SYNDROME AND THEIR FAMILY FUNCTIONING 
 
I am Dr. Ranjit Krishnadas from Department of Psychiatry – CMC Vellore. I am 
doing a study to figure out the presence of any mental health problems and family 
functioning in children of parents with Alcohol Dependence 
For this research, we will ask you some questions about yourself and related to your 
family. We will keep all your answers private, and will not show them to your family 
members or teachers. Only people who are working on the study will see them.   
No additional injections or operations would be required for this study.   
By participating in this study you will not get any extra benefit in terms of the cost of 
your treatment. However, if we diagnose any problems, we would give you the 
option of treatment from us.  You should know that:  
• You do not have to be in this study if you do not want to. You won’t get into any 
trouble with the hospital, teacher, or the school if you say no.  
• You may stop being in the study at any time. If there is a question you don’t want to 
answer, just leave it blank.  
• Your parent(s)/guardian(s) were asked if it is OK for you to be in this study. Even if 
they say it’s OK, it is still your choice whether or not to take part.  
• You can ask any questions you have, now or later. If you think of a question later, 
you or your parents can contact me at the following phone number or email address. 
• Sign this form only if you:  
1. Have understood what you will be doing for this study,  
2. Have had all your questions answered,  
3. Have talked to your parent(s)/legal guardian about this project, and  
4. Agree to take part in this research   
 
_____________________________________________________________________ 
Your Signature    Printed Name      Date   
______________________________________ 
Name of Parent(s) or Legal Guardian(s)  
_____________________________________________________________________ 
Researcher explaining study  
Signature Dr. Ranjit Krishnadas       Date  
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Annexure 7 
Information Sheet, Informed Consent form and Child assent form - Tamil 
 
129 
 
 
 
 
 
130 
 
 
 
 
 
131 
 
 
132 
 
 
133 
 
Annexure 8 
Information Sheet, Informed Consent form and Child assent form - Hindi 
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